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Announcement 


IiK editors and publishers have the honor to present the AMerIcAN JOURNAL 
OF OBSTETRICS AND GYNECOLOGY to the medical profession for its approval. 

The importance of obstetrics and gynecology as an integral part of medical 
art and science should be measured not only by its interest to those directly en- 
gaged in it as a specialty but likewise to those who practice medicine in a more 
general sense. A topic that necessarily commands the attention of so many 
physicians must be adequately represented in journal literature and demands 
a medium of publication primarily devoted to its advancement and welfare. The 
present venture has been developed in response to this need. 

The new AMERICAN JOURNAL OF OpstTEeTRICS AND GYNECOLOGY will be con- 
dueted by the profession, for the profession, and in order that the latter may be 
definitely represented in its management, the general conduct of the enterprise 
is vested in an advisory board, the membership of which serves as a guarantee 
that the interests of the profession will be adequately protected and assured. 

The poliey of the AMerican JOURNAL OF OxstTeTRICS AND GYNECOLOGY will 
be liberal in the sense of service to the specialist in this field, as well as the general 
practitioner. The clinician, the pathologist, the research worker, and the sociol- 
ogist are all welcome to express their thoughts in its pages, which we trust will 
serve as an effective medium of exchange for the many whose united efforts 
contribute to make obstetrics and gynecology one of the essential branches of 
medicine, 

In addition to original communications and records of special society 
transactions, a feature in the new journal will be made of the department de- 
voted to current medical literature. This important department will be con- 
ducted by the Associate Editor, Dr. Hugo Ehrenfest, who will present recent 
progress and research in this field in the form of carefully prepared reviews 
and criticisms. We believe that this arrangement will be of great value to our 
readers. 

The editors and publishers respectfully submit the AMrRICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY to the American medical profession, fully realizing 
the trust imposed upon them and hoping for an endorsement of the attempt to 
serve its interests. 
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Original Communications 


A PROGRAM FOR AMERICAN GYNECOLOGY 
PRESIDENTIAL ADDRESS 
AMERICAN GYNECOLOGICAL SOCIETY* 


By Roverr L. Dickinson, M.D., F.A.C.S., New York, N. Y. 


PPORTUNE and insistent, in these days of analysis and readjustment. 

there stand out, in our Constitution and in our motto, two special 
phrases. ‘‘The object of this Society,’’ says the former, ‘‘shall be the pro- 
motion of knowledge in all that relates to the Diseases of Women, to Ob- 
stetries and to Abdominal Surgery.’’ Our motto may be rendered: ‘Like 
the stars, each revolves, without haste, without rest, round his own particular 
task.’’ ‘‘All that relates,’’ says one; ‘‘his own task,’’ says the other. 

SURVEY 

In earlier years the urgency that was inherent in certain parts of the 
work put off the balanced promotion of the whole, and it was also inevitable 
that tangents should be struck off from our own orbit. But now it is meet 
and right, as several authors in the past vear have urged, that we diligently 
examine ourselves whether our own omissions have had anything to do with 
such situations as an untouched obstetric mortality and morbidity and the 
threat of eclipse of the gynecologic guild. Surgery we promoted. But if we 
be just surgeons, by surgeons we may be displaced. Diagnosis we developed 
and principles we have taught, till all may follow—and supplant. The point 
is come where old fields must give new erops and new lands be opened up or 
our claims surrendered. The war searched out most of the barren spots in 
medicine, and the geography of the spots. In that search the Council of De- 
fense and then the Army, sifted the men and the methods of every specialty 
save one. Our group-work, useless to war, escaped ordered serutiny, and 
now, after the war, presents the anomaly of being without an inventory and 
lacking in data on which to construet a plan for intensive culture. Some 
material is provided, of course, in the studies of standards in colleges and 
hospitals made by the American Medical Association, the American College 
of Surgeons, and the Carnegie investigations. Further studies into the va- 
rious departments of medicine are imminent. It is for us to decide whether 
we shall lead or be led in such surveys. Now, we see, as in a speculum, 
darkly. It is for us to say how we wish to be seen in the future. 


*Read at the Forty-Fifth Annual Meeting of The American Gynecological Society, Chicago, May 
24-26, 1920. 


Note: The editor accepts no responsibility for the views and statements of authors as 
published in their ‘‘ Original Communications, ’’ 
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EXTENT OF THE FIELD 


There are reasons why our specialty should readily lend itself to this 
scrutiny. It presents the paradox of being limited, yet large. The total 
list of disabilities is brief compared with general surgery—the actual inci- 
dence is surprisingly large. Gynecologic operative procedures comprise one- 
fourth of the surgery of sorts. The figures on which the above statement was 
made have been derived from a careful review of notices of operation issued 
daily by our Clinical Congresses and by the Society for the Advancement of 
Clinical Study of New York. 

One fourth of surgery. Yet this does not indicate the extent of the field, 
since operation is needed by less than one tenth of the patients that come to 
the doctor for ailments peculiar to women (childbearing not included). Even 
this last figure will alter greatly, though lowering the operative percentage 
when thorough routine preventive examinations shall prevail. Thus, whether 
for sheer bulk, or for need of skill of scalpel, or for setting a pace for humane 
handling of the human personality, our field may claim to be without parallel 
in opportunity, 


NEW WORK 


In searching for the gaps in the promotion of knowledge in our task, the 
questions naturally arise: Are there problems which the man in our line is 
alone qualified to solve? Are there studies or pronouncements that such a 
society as this is particularly equipped to undertake? An affirmative answer 
would include such subjects as the following paragraphs take up, though one 
cannot presume to make more than a sketch of the whole area. 


NOMENCLATURE 
A standard nomenclature should be a matter of agreement on the part of 
authoritative organizations. At present we find ourselves unable to place in 
parallel columns the results of writers and institutions in general. A new 
start has been made. All the great groups involved were invited to unite in 
action and to come together on one list centering in a government office. The 
Census Bureau has just issued such a volume. It is evidence that the Bureau 
no longer confines its interests to the defunct. This ‘‘Standard Nomenclature 
of Diseases and Pathological Conditions, Injuries and 


Poisonings for the 
United States”’ 


is submitted to you by your president, the chairman of the 
original committee. It is submitted for criticism and suggestion as a_ first 
step——-and a first step only—toward ultimate agreement, in the hope that we 
will amend this edition and care to keep an active representative on the main 
committee. The hearty codperation and representation of the Army, the Navy, 
and the Publie dlealth Service, the various national medical organizations, the 
large insurance companies, and all factors having to do with vital statistics 
make this volume representative as no previous attempt in any language has 
ever been representative. 


OPERATION NOMENCLATURE 
To supplement and complete this action there should be produced an ae- 
ceptable list of operative procedures. Your presiding officer submitted to some 
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of you several vears ago such a working list. He is glad to find a member noted 
for thoroughness newly laboring on this set of terms. Without this standard 
no two operators can be sure they are comparing the same processes, the va- 
riant use of the words ‘‘total hysterectomy’’ being an instance in point. 


DEFINITIONS 


While we are delimiting terms there are not a few that appear in every 
hospital report that make for confusion, for which exact bounds could be set. 
Among these are the words ‘‘major’’ and ‘‘ininor’’ as applied to operations. 
We might even find or invent a name for a member of our double or bracketed 
specialty. We might define the qualifications for membership in this Society. 
Such a statement of a standard does not exist. 


STANDARDS 


This Society might take upon itself to establish certain standards in 
obstetrics and gynecology. Just what is meant by ‘‘standards?’’ I take it 
to be the best present practice, widely studied, fairly epitomized, sueccinetly 
written down, warily applied. Though conerete, it is not set like cement, as 
some assume. Rather does it alter as it alteration finds, rising to meet each 
step of well attested progress, sanely adapting its content to each special 
group of conditions, but never falling below a reasonably high requirement. 
Says Dr. George EK. Vineent of the Rockefeller Foundation, ‘‘It is well to 
recognize the relativity of ideals. In human institutions there are no absolute 
standards.’’ Ile goes on to give the warning that while the highest ideals may 
be approximated in a few institutions it ‘‘would be a serious mistake not to 
recognize various degrees of achievement.’’? that can be confidently 
claimed is that some * * * fall far below any standard that can be 
recognized as guaranteeing results which will safeguard the publie and pro- 
tect the profession.’’  ‘* There is danger that the existence of a standard may 
foree a formal rather than a real compliance with ideals,’’ and ‘‘a premature 
effort to conform to a standard may do actual harm.’’ Jlowever, this may 
be—and it applies equally to detail of everyday procedire as well as to 
great issues—there can only be profit in presenting ideals. This, as the Col- 
lege of Surgeons shows us, is found in aetual practice to be the essential step, 
and in most cases all that is needed. The competitive instinet does the rest. If 
we, for instance, were to place side by side the product and practice of a certain 
finely equipped northern clinie and that of one small southern service that stead- 
ily breeds teachers, our Society would be fulfilling its funetion of promoting 
knowledge concerning obstetrics—in the minds of one set of trustees. The 
publication of the average necessity for Cesarean compared with its fre- 
queney in one of our clinics had only to be stated to bring strong condemna- 
tion. The Society can get publicity where individuals could not. We ean 
report on ourselves, and on our own communities. As Henry S. Pritchett 
said in the last Carnegie report on teaching, ‘There could be no more whole- 
some contribution to education than to ask our universities to take stock of 
themselves. No process could be more helpful than to ask the governing bodies 
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of these institutions to render a sincere and critical statement of the results 
obtained in the last 25 vears.’’ We may well do this for our department. And 
we may do another service in this line that would initiate a most wholesome 
contribution to surgery. This service would consist in taking stock of un- 
necessary operating. Such stock-taking should begin with our own clinies, 
for the least excusable of unnecessary suffering is that on women—and par- 
ticularly on mothers of young children. 


AXIOMS 


Even though for the present any general acceptance of certain items of 
betterment in practice may seem unlikely, forward progress should initiate 
with us and not be imposed upon us by the demand of public opinion. Ad- 
vocacy of axioms like the following cannot fail to bring about greater con- 
fidence in the profession on the part of the laity: ‘‘Exeept in emergency, no 
operation without consultation, medical and surgieal.’? The chief will him- 
self set the example, and see to it that the conferences will not be merely 
perfunctory. 

“The findings at consultation set down in writing.’’ 

**Every patient discharged after operation to be provided with a written 
statement of the postoperative diagnosis and the operative measures.’’ 

‘*A patient (of office, hospital or sanitarium) is not getting fair or full 
value for her fee who does not receive a statement in writing—a diagnosis 
when provisionally or definitely made—a summary of treatment found to be 
suecessful or to fail.”’ 

‘*‘No woman may be examined unclothed or have a pelvie examination 


made (except in emergency) without the presence of a third person.’’ 


SOCIOLOGY AND GYNECOLOGY 


The Society’s interest in sociologic problems, to judge from recent vol- 
umes of the Transactions, does not evinee itself to the extent of half a dozen 
papers in a dozen years. These are of a limited range, dealing chiefly with 
venereal diseases and prenatal care. Henry Newman drew our attention to 
the need of action last year. Our final act was to empower the Council to 
promote this movement. This promotion should be by action rather than 
words. Tonight we begin, by getting advice from authorities on the subject. 
Geddes, physician and ambassador, deplored the fact that doctors in general 
lack the spirit of citizenship. Otto Geier, prophet of industrial medicine, has 
drawn attention to the absenee of medical men on the recent great commis- 
sions. We, a hundred and fifty thousand of us, men learned and otherwise, 
have searce a representative in Congress. Except for work among ex-soldiers, 
our Federal Health Service is starved; our feeble attempts to obtain a Cabinet 
officer fruitless. Iranee, in her recent election, placed forty-one doctors in 
her legislative branch, which equalled the quota of the agriculturalists and 
nearly that of the industrials. England has won her Ministry of Health. We 
are beginning, when Iowa really assumes the burden of illness and cuts the 
corners to do it, and when Wisconsin is spreading clinical instruction through- 
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out the state. Midwifery can claim to have made a fair start, as we shall 
hear tonight. What gynecology should undertake in the way of preventive 
work we shall hope to hear from the author of the new textbook on indus- 
trial hygiene, Colonel Mock, whom many of you will remember as one of the 
most effective men on the Surgeon General’s staff during the war. 

rom among the strictly technical social problems that are in our hands, 
a few instances may be given. Is there a simple method of preventing propa- 
vation among women who are idiots, epileptic, hopelessly insane, or incurably 
criminal? Does the cautery-tipped sound produce an effective stricture, 
passed into the uterus to the tubal opening? Is Cary’s new test safe and 
sufficient, wherein, with the patient in the knee-chest posture, sterile fluid 
injected into the cavity of the uterus disappears if the tube is patent and not 
otherwise ? 

At the opposite pole from sterilization, with its enormous potentialities 
of betterment of the race, is artificial impregnation. It is a field almost un- 
studied. Dublin proposes to open the abdomen after a few months of sterile 
married life, and Boston and Brooklyn do so without trial of this simpler 
means. This procedure is an excellent instance of the need of collective ex- 
perimentation, since no one man is likely to have a large experience. 

Another of the distasteful subjeets we naturally shirk is contraception. 
What serious study has ever been made bearing upon the harm or harmiless- 
ness of the variety of procedures, or concerning the failure or effectiveness 
of each?) Who has or can aequire any considerable body of evidence on these 


matters but ourselves ? 


What, indeed, is normal sex life?) What constitutes 
excess or What is the penalty for repression in the married?) Do we still have 
to hark back to Luther for an answer? It will take a few professional life- 
times of accredited histories to gather evidence to submit, but some time a 


start must be made. 


SIMPLER LIVING 


What about standards of livine’? 


There was a man named Tarnier, hon- 
ored beyond most men in our craft. He lived and saw his patients in a 
modest apartment up three flights of stairs. There were a host of men of a 
nation whose chief genius gave the Society its motto, a nation possessing be- 
yond others the infinite capacity for taking pains, and these teachers and 
students of the modest life put us to shame by their scientifie product. In 
our land the doctor must be a failure who has not a car and clothes as good, 
and house and habits of the class of his best patients. Sessions for pure 
science must be housed in palatial hotels. A whole house for a doctor with 
offices busy for one work-hour in four is the eustom in most of our towns. 
This is a formula which any business would condemn. Little wonder that 
the pace is such there is secant time for study or clinical travel. The younger 
man cannot voice the protest. It is for us of the senior group to voice—and 
act out—a protest against over-weaning costs of practice. There could hardly 
be a greater dis-service to science than to appear to give sanction to the 


dollar-gauge on achievement. 
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GYNECOLOGIC CENTERS 


What should one do with a collection of charts and slides and models 
accumulated through nearly forty years? <A college needs only teaching 
outfit; that is, a relatively small amount of carefully selected illustrative 
material. Books are welcome to the medical libraries, which wisely distribute 
them. So also with the great copperplate editions. But the fine original 
drawings that publishers of medical magazines and books accumulate, are in 
time destroyed. Many of them are masterpieces of technic. In the home of 
the College of Surgeons here in Chicago or in the museums which Washing- 
ton, Boston and Philadelphia possess, the casts and specimens may be taken. 
But the libraries and museums have not sensed the need or else have not the 
room for a slide library or a chart-and-drawing collection. Think what a 
saving it would be if you or I, in expounding our epoch-making discoveries, 
could get, as introductions to our subject, all the best standard pictures for 
the asking. Furthermore, in each large city there should be a studio attach- 
ment of a simple kind to library or museum where the medical author and 
his artist can work. 

SEX INSTRUCTION 


Parts of sex instruction belong to us, and we may well be chief counsel- 
lors in the determination of the details of this curriculum. The subject comes 
forward this evening, but | may here merely say that 1 do not see how the 
man in our line can escape the responsibility for imparting certain portions 
of this teaching himself, or else seeing to it that the family doctor or visiting 
nurse undertakes these. To the mother, in order to forestall the gonorrheal 
vulvitis of infants, book teaching without demonstration is insufficient. This 
also applies to the prevention of vulvar irritation and watchfulness lest the 
normal degree of autoeroticism go beyond bounds. To the young man and 
young woman, separately, a few days before marriage, who shall speak, and 
cover by instruction and warning those things concerning which our patients 
make this bitter and merited reproach, ‘‘Why did not someone tell us in 
time ?’’ 

Murthermore, an authorative pronouncement is overdue bearing on the 
necessity of certain routine pelvic examinations. Concerning the prevention 
and early detection of cancer by this means, we are actively educating the 
profession. We may advocate, not only routine pelvic examination before 
marriage, but a physician’s certificate, and in time will require that the certi- 
fier have specifie qualifications to have his paper honored. The premarital test 
can include fitness for maternity. Next would come routine prevention care 
by examination of one’s patients in the second month of pregnancy to fore- 
stall a large number of needless miscarriages. Before admission to certain 
forms of heavy work certificates based on examinations will one day be an 
accepted practice. All these are samples of gynecology at work in prevention 
instead of patching. We should be the counsellors to whom social workers 
turn, but we need to take thought in order to get ready with the answers. 


| 
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JOURNAL 


As an example of the type of conerete and visible activity on the part of 
the Society, there may be instanced the initiation and responsibility for the 
editorial conduct of a technical journal. With a just proportion of the mem- 
bers of the editorial board named by this Society, its standing is sure to be 
high, and free from detrimental influence. 


TEXTBOOK 


As the Society may wisely have under its auspices a periodical, so it may 
foster the publication in book form, of approved principles and practice and 
the necessary basic facts on which these are built, provided an adequate text- 
hook is not produced or producible under the ordinary conditions of free 
competition. The Army set us the example. It is held by Holden that a sat- 
isfactory student’s manual, containing all that it is desirable to teach him, 
should be very fully illustrated and have many cuts in color. Such expenditure 
is declined by publishers because the sale may not extend far beyond the 
writer’s own classes. A manual brought out and approved by several prom- 
inent teachers and known to have the endorsement of the Society will be 
remunerative, even though kept up to date. 


CERTIFICATION OF SPECIALISTS 


This Society in its yearly meetings is the great clearing house for ideas 
and the greatest annual stimulus most of us get withal. But if it is the desire 
of the membership to exert upon the practice of gynecology and obstetrics 
the widest possible influence, it will start now to lead in that certification of 
specialists which is bound to come. Our survey will demonstrate which institu- 
tions have outfit and output of such high grade that their graduates may be en- 
dorsed. Our standards will automatically test and our publicity of end results 
scale their workers, and though we err often in method or man, it is surely only 
by trial and open mindedness that we can effect any progress. 

Such certification should have its time limit, and be renewable, let us 
say, every ten years. Even membership in this Society might be predicated 
on worthiness, not past, but present, with proof forthcoming every decade. 
What evidence has the State that my degree of thirty-eight years ago still 


keeps me fit in character and knowledge to practice medicine ? 


WOMEN IN OBSTETRICS AND GYNECOLOGY 


and their trades unions,’’ says Macassey, ‘‘have always been sin- 
gularly successful in staking out their claims to the most highly remunerative 
classes of work, around which they have erected impenetrable barriers 
against the entry of women.’’ Though we older doctors have seen our 
hospital wards humanized by the exaltation of the woman nurse and giving 
her control, we have refused to give her any real opening to qualify for the 
inside of the barrier by declining free access to interneships and to assistant 
and associate positions. The limited exception is to be found in England, 
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where in Euston Road and the Royal Free Hospital for Women, Mrs. Schar- 
lieb and her followers have made good in major work and, in the latter, 
alongside of men. If American women in their own medical colleges have 
suffered the inevitable consequences of inbreeding, the responsibility is with 
the men. ‘‘British women in industry,’’ to quote Macassey again, ‘‘seemed 
temperamentally immune to the deadening influence of monotonous work, to 
which men are peculiarly susceptible. Paradoxically enough, when the work 
required constant alertness, a sure deft touch, delicacy of manipulation, in 
short, a combination of quick intelligence and manual dexterity, within a 
limited ambit, women were invariably superior to men.’’ One would think 
Sir Lindley was describing qualifications for laboratory service, for dispen- 
sary or office treatment, for most of our operative technical craftsmanship. 
If his statement were applicable to American women, what a field for skilled 
associates, leaving us lords of reaetion free for unlimited ambits. And what 
a chance to secure, for people recommended for operation, constant considera- 
tion as human beings. Think of tight lipped surgery with a tender heart. 

sy the way, are there no women who of right should be members of this 
Society ? 


TRAINING OF LEADERS 


The shortage, commented upon last year, of men in our line who are of 
the caliber to head large services and to fill important teaching positions of 
the first and second ranks, is merely a striking instance of a condition that 
is general. The war mercilessly exposed the relative smallness of the num- 
ber of men of the highest grade of ability in the profession. That it did the 
same for every other profession and business is scant comfort or excuse. 
The important thing to note is that some of the reasons are removable. Thus, 
as an example, only one surgeon in four of the fulltime surgeons in the Army 
reported himself as having a hospital appointment, and among the physicians 
only one in twenty-eight (28) had any hospital connection. This 14,000 first 
admitted to the army from civil practice ought to represent a cross section 
of the men in active practice in the profession (125,000). It should err on 
the favorable side, as there were 28 per cent rejections. After acceptance, 
the fulltime surgeons were grouped into classes. The grouping was based 
on first hand knowledge. Class A comprised men of the capacity of chiefs of 
large city clinics, able organizers and instructors; Class B, first assistants 
capable of assuming the chief’s duties. Among the 14,000 there were as follows: 
Fulltime surgeons (self reported) 2884, or 20.7 per cent; fulltime surgeons (self 
reported) with hospital appointment 4.88 per cent; Class A surgeons 1.44 per 
cent; Class B surgeons 2.16 per cent; medical men with hospital connection 
2.11 per cent. 

This paucity of numbers to draw from must be remedied. This lack of 
leadership material must be met by developing to the utmost what training 
facilities we have until new resources take form. It cannot be a matter of 
indifference to this Society, therefore, and is a matter of no little concern to 
all workers in this department, to make sure that America’s well-equipped 
teaching clinics are ably manned and working to full capacity at the job of 
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selecting and drilling the future teachers and investigators in gynecology and 
obstetrics, Our survey will demonstrate the facts. Publicity will do the rest. 


PROGRAM 


Here is a dream of a four year program for the Society, carrying out 
some of the visions of these wandering conceits. To be realized, they need 
but men and money and the driving force of an idea. Also flexibility. . 

First year: New journal under the auspices of the Society. Proposi- 
tions for and action on those standards immediately required, such as details 
of the business of a typical hospital meeting for the weekly or monthly staff re- 
view of casualties. Self report by chief clinics, and on large cities. Report on 
participation in sociologie program. Tentative nomenclature of operations. 

Second year: Report on colleges and obstetric-gynecologic services in 
veneral, Report on women in gynecology and obstetrics. Index of obstetri- 
clans and gynecologists looking toward certification. Standard methods, his- 
tories, indexes submitted for criticism or endorsement. Student’s manual. 
Nomenclature of diseases and injuries and operations. Participation in pub- 
lic health movements affecting women, with recommendations based on these. 

Third vear: Publication of surveys and standards. Publication of best 
type of each form of service, private and outpatient, large and small; hospital, 
bie and little. Plan for education of general practitioners at their home towns 
in evervday gynecology. Yearly paper on social or industrial subjects. 

Fourth year: Certification of specialists. 

To me this seems an inspiring program, and with it, whether carried on 
by us as individuals or by the Society, whether driven swiftly or slowly, the 
security of our future would seem to be assured. 


(OS West HUNDRED AND SIXTEENTILCL STREET. 
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A DEMONSTRATION OF CERTAIN TRANSITION STAGES FROM 
BENIGN TO MALIGNANT CONDITIONS IN THE OVARY, 
THE UTERUS, AND THE VULVA* 


3y T. Watts Epen, M.D., F.R.C.P., F.R.C.S. anp 


GoRDEN Ley, F.R.C.S., Lonpon, ENGLAND 


yy has been recognized for a long time that there is no sharp histologie line 
of demarcation between benign and malignant tissues: many neoplasms 
occur which histologists regard as suspicious, but not definitely malignant : 
many others are on the borderline. Some observers would designate them as 
benign, others as malignant. 

The early clinieal diagnosis of cancer is of overwhelming importance. Yet 
early diagnosis is very difficult, because the early stages of cancer are so often 
unattended by symptoms, or attended only by unimportant symptoms. 

These difficulties have led observers to endeavor to define conditions which, 
while not definitely malignant, yet show such a tendency to end in malignancy 
that they may be regarded as half-way houses; such conditions if they can be 
detected, would be rightly called ‘* precancerous.”’ 

This demonstration, as illustrated in the accompanying figures, is the out- 
come of an attempt to explore the intermediate conditions as they occur in the 
ovary, the uterus, and the vulva, and if possible to bring them in relation with 
recognizable elinieal appearances. The positive results are perhaps meagre, but 


the subject is not an easy one, and much further work is required. 


OVARY 


There is no evidence that ovarian cancer begins in normal follicles, we ean 
only trace its origin from the epithelium of cysts. Therefore the cyst is the 
first departure from the normal, the first step along the path which eventually 
may lead to cancer. 

Pseudomucinous Cysts.—Let us consider first these common, and quite be- 
nign growths. Their original structure in the character of their epithelium ts 
shown in Fig. 1. The loculi are simple, i. e., they show no ingrowths, the mode 
of proliferation of these eysts being of the exogenous or everting type. The 
single layer of the epithelium is furnished with uniformly small, round basal 
nuclei, 

Fig. 2, from an undoubtedly benign eyst, shows loculi with budding of 
villous processes growing into the interior (endogenous or inverting form of 
proliferation). This gives the loculi a more complex character than in Fig. 1. 
Further the epithelium proliferating, the nuclei are irregular size, 
are irregularly placed in the cells, and tend to become central instead of basal 
in position. 

*Presented by invitation at the Forty-fifth Annual Meeting of the American Gynecological Society. 
Chicago, May 25, 1920. 
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Fig. 1 Section of pseudomucinous cyst of ovary Fig. 2.—Section of benign ovarian cyst (x 92) 

(x 92) showing general structure (above), and char showing endogenous or inverting form of prolifer- 

vwcter of epithelium (below) (x 334). ation. Character of epithelium with irregular nuclei 
(below) (x 334). 


Fig. 3.—Section of ovarian cyst 
benign, showing villous formation of 
tending to fill up the spaces. 


(x 92) clinically Fig. 4.—Section of undoubted malignant ovarian 
epithelium, neoplasm showing practically solid character with 
loculi disappearing (x 92). 
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Fig. 5—Kpithelium from section shown in Fig 4 Fig. 6—Section of ovarian cyst showing club- 
under high power (x 334). shaped intracystic papille (x 30). Cubical epithe- 


lium below (x 334). 


Fig: &. 


power section through papillary 


1 
7 Below is shown epithelium (x 


Fig. 7.—l.ow power section of ovary, showing mass of Fig. 


papillary cysts in hilum. 334). 
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Fig. 3 is from a eyst which was clinically benign. The epithelium of the 
loculi shows abundant irregular, branching villous formations which tend to 
fill up the spaces. The epithelium shows imperfect cell definition, the outlines of 
the cell being difficult to trace, the nuclei are quite irregular in size and dis- 
tribution. That rapid proliferation is occurring is shown by the accumulation 
of debris from detached cells in the center of the luculus. The stroma is 
normal and abundant and the outlines of the spaces are well defined. 

In Figs. 4 and 5 we have an undoubtedly malignant growth; practically 
solid in general character. The regular locular formation has disappeared, but 
some irregular nuclei are still seen; the amount of stroma is scanty; the epi- 
thelium is a mass of solid, tubular, and papillary formations. These masses 
are multinucleated and vacuolated like plasmodium and they show no true cell * 
divisions. There is mueh cellular debris in such spaces as remain. Fig. 5 


shows the epithelium from the same tumor under achigh power. 


Fig. 9.--Section from an ovarian papillary carcin Fig. 10.—Iligh power section of Fig. 9, showing 


oma (x YL), scanty stroma 


Papilliferous Cysts.—The question whether these cysts really arise in Wolf- 
fian relics or in derivatives of the germ epithelium is immaterial for the present 
purpose, 

ig. 6, from a cyst of the ovary, shows the formation of solid club-shaped 
intra-cystie processes or papillae, having a well-formed fibrous tissue matrix. 
The epithelium is a single columnar or cubical layer, closely resembling that 
seen in the last section. The stroma of many of the papille is edematous. 

Kig. 7 is a low-power section through an ovary showing small papillary 
eysts in the hilum, which are nearly filled up with abundant compound den- 
dritic papille. 

Kig. 8 shows a section under a high power through one of the papillary 
masses. The stroma is abundant and healthy. The epithelium shows great 
activity; there are many club-shaped and irregular, epithelial processes, due 
to sporadic proliferation. The cell-layer is trregularly multiple, and the nuclei 
are irregular in size, shape, and distribution. 


RE 
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Fig. 9 is from a postmortem specimen of a case which was undoubtedly 


a papillary cancer. The stroma is scanty, the papillar arrangement is pre- 
served, but has become quite irregular. The papille are covered with many 
layers of cells cubical and polygonal in shape, and of a variable size, the nuclei 
irregular in size, shape, and distribution. 


Fig. 11.—Section through lip of cervix showing erosion. (From Hiden and Jvockyer, Gynecology.) 


Kig. 10, a high power picture of the former shows well the seantiness of 
the stroma and the variability in type of the epithelial cells in their nuelei. 

These figures show that in both the common types of ovarian cyst gradual 
traumatic stages can be demonstrated from innocence to malignancy, so that it 
is difficult to define any dividing line between them. As it is our rule to remove 
all ovarian neoplasms as soon as they are recognized, the detection of pre- 


| 
| 
| of 
Go i We Od 


16 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


cancerous condition is mainly of interest from the histologic standpoint. We 
do not know what is the cause of the formation of cystic tumors in the ovary. 

In the remaining sections we shall be chiefly concerned with the effect upon 
the tissues of chronic irritation, beginning with the cervix. 


CERVIX 


Fig. 11 (taken from Eden and Lockver’s Gynecology) is a section through 
eS 


the wall of a cervix showing an ‘‘erosion’’ covering the whole of the free edge 
of the cervical lip. The mucous membrane lining the cervical canal is very thick 
and abundantly supplied with branching glands; many of these open by wide 
mouths upon the surface and others show dilatation of their deeper parts. The 
indentity of the mucous membrane lining the cervical canal and that covering 
the area of erosion is quite clear. The stratified epithelial covering of the outer 
wall of the portio vaginalis is normal; note that its deep surface forms a slightly 
wavy line, the intrapapillary processes being only slightly marked. Where it 
joins the edge of the ‘‘erosion,’’ the stratified epithelial layer is a little under- 
mined by the wide mouth of a gland. 

In Fig. 12 the stratified epithelial layer is fairly normal. Beneath it is a 
deep zone of intense round-celled infiltration ; in this zone are also seen a dilated 
gland lined with columnar epithelium, showing the two changes in combination, 
glandular epithelial activity, with early inflammatory changes. 

In Fig. 15 is shown to the right, normal stratified epithelium gradually tail- 
ing off to the left to end in a denuded surface. Intense leucocyte infiltration of 
stroma under the denuded surface and around many of the glands. Stroma con- 
tains actively proliferating glands, some dilated, others not; the type of pro- 
liferation is the inverting or papillary type in parts, in others the ordinary 
everting type. 

In Fig. 14 the epithelium is a single layer and the cells are of normal type. 
The condition is therefore benign, but it is probably the forerunner of tubular 
cancer of the cervix. 

Fig. 15 shows the edge of the cervical lip. The surface epithelium is greatly 
thickened and actively proliferating; there are broad, branching, intrapapillary 
processes dipping down into the stroma, some of which are seen in section as 
islets. Others are penetrating the gland spaces and are possibly solid processes 
traveling along the gland duct (this is suggested by the corkscrew arrangement ). 
There is slight leucocytic infiltration. The condition cannot be definitely classed 
as either benign or carcinomatous but would have terminated as cancer, i. e., it 
is precancerous. 

In Fig. 16 is shown to the left a normal stratified squamous epithelium. Be- 
yond this the epithelial surface is broken by the mouths of glandular spaces; 
these are lined in parts by stratified squamous epithelium, in parts by typical 
columnar epithelium. The former show short papillary downgrowths; beyond 
the mouth of the second gland the surface is again seen to be formed by an 
atypical stratified squamous epithelium, with short papillary down-growths. 
Beyond this is a normal gland. There is marked leucocytic infiltration in places. 
In the stroma is a dilated gland tube which shows inverting papillary processes, 
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one of which is composed of stratified squamous epithelium. Where the strati- 
fied epithelium is in relation to the gland tubes its type of proliferation is quite 
atypical; this is probably a metaplastic change, the columnar epithelium becom- 
ing stratified squamous. 


In Fig. 17 the section is through the edge of an erosion which has been at- 


tacked by cancer. The left half shows on the surface a thickened stratified 


Section from cervix showing inflamma- Fig. 13 
tory reaction. (From Eden and 


Section from cervix showing marked 
cology.) 


lockyer, Gyne- glandular proliferation (x 30). 


Fig. 14.—Iligh power of Fig. 


cells in a single layer, although benign, is probably arked proliferation of the squamous epithelium. 
forerunner of tubular cancer. 


13, showing norma Fig. 15 Section from edge of cervix, showing 


layer, with thick epithelial down-growths, some appearing as islands surrounded 
by stroma. The right half is recognizable as the seat of an erosion from the 


general contour of the surface and the wide compound vgland-tubules which open 


on it beneath this part of the surface is a dilated gland space. 


soth the surface 
and the gland spaces are covered and lined with 


greatly thickened epithelium 
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of stratified type, which also has invaded the stroma beyond the limit of the see- 
tion. The change appears to have affected both types of epithelium quite 
equally. In benign conditions we have seen that the two types of epithelium 
readily replace one another, e. g., in the formation of an erosion and in its sub- 


sequent healing. The same transition is seen in cancer affecting the cervix. 


ig. If Section from edge of erosion attacked Fig. 17.—Section showing a squamous and _ poly- 
by cance vonal-celled cancer of vaginal cervix canal. 
(From Eden and Lockyer, Gynecology.) 


Fie. 19.—Hligh power section of Fig. 18 showing 
onversion of high columnar into stratified squamous 
*pithelium. 


Cervical Polypus with Early Cancer.—F¥ig. 18 is a section showing a part 
of a polypoid mucosal adenoma of the cervix; on one surface the typical colum- 
nar has been largely replaced by a stratified squamous epithelium. The latter 
is actively proliferating, showing surface papillary projections and down-growths 
into the stroma. The conversion of high columnar epithelium into stratified 
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squamous is well shown in the high power slide (Fig. 19) where the stratified 
squamous processes appear to originate from the basement membrane of the 
columnar epithelium covering the surface and lining the gland. 


CORPUS UTERI 


In Fig. 20 is shown the menstrual gland with budding of glandular epi- 
thelium, swelling of stroma cells, and distention of capillaries. 

Fig. 21 shows an example of benign eystie glandular hyperplasia. The 
eland tubes are irregularly dilated, tortuous, with considerable intratubular pap- 
illary proliferation. Cells are of normal type nuclei being regularly arranged. 

Fie. 22 is from curettings obtained from a ease of benign glandular hyper- 
plasia. Gland tubules are numerous, little dilated, and in places somewhat closely 
packed; atypical epithelial proliferation is very free. There are short, irregular 


papillary projections into many of the gland tubes. 


Fig. 20.-Showing menstrual gland from corpus Fig. 21 Showing benign cystic glandular hyper 
uteri (From Eden and Lockyer, Gynecology.) plasia of corpus uteri (x 60.) 
Fig. 25 is a section from the edge of an atypical benig SI 
vy, 25 18 as ym the edge of an atypical benien sessile localized 


adenoma of the corpus uteri, To the right is seen a normal endometrium with 


simple straigut tubules. To the left are seen mumerous closely packed tubules, 
varying greatly in shape; the columnar cells lining them have their nuclei at 
varying levels in many places and the cells are in more than one layer. This 
point is best seen in the high power. The upper layers are from the normal 
endometrium, the lower layers from the adenoma. In a ecuretting, very probably, 
the pathologist would return.this as carcinoma ; it is no doubt preeancerous. 

The next section (Fig. 24) is a curettine taken from a relatively normal 
(i. e., benign) area of a tubular columnar-celled cancer. The uterus was. re- 
moved and a diffuse cancer of the endometrium was found; the area shown is 
similar to that in the last slide. Yet this was from the general point of view an 
undoubted cancer, while the former from the general point of view was un- 
doubtedly benign. 
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In Fig. 25 is shown the edge of a papillary cancer of the endometrium. To 
the left is seen the normal postclimacteric endometrium; the mucosa is narrow, 
the gland tubes are scanty, and the stroma fibrous. To the right are seen irregu- 
lar closely packed spaces and papillary processes; the former are in places lined 
by a columnar epithelium with markedly irregularly arranged nuclei, in places 
filled by solid masses of polygenol cells; the latter are covered by cells of similar 


type often in many layers. The scanty stroma shows leucocytie infiltration. 


Fig. 22.—Showing benign glandular hyperplasia (x 65). 


Fig. 23.—-Showing atypical benign adenoma of the corpus (x 60) (above), and character of the epithelium 
(below) (x 240). 

In Fig. 26 is a section from a case of leucoplacia. The horny layer is moder- 
ately thickened and stratified ; the subjacent epidermal layer is greatly thickened, 
showing broad, irregular, deep interpapillary processes, with simple branchings 
or divisions; beneath the epithelial layer the dermis shows marked leucocyte in- 
filtration. By fusion of epithelial branches islands of the dermis have been iso- 
Jated. Epithelial proliferation and inflammatory changes are thus seen together. 
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lig. 27 is a section from a case of pruritis with chronic vulvitis showing a 
similar condition under a high power. The horny layer is not well marked. The 
epidermal layer has the general characters seen in the last section. There is a 
very acute leucocytie infiltration around the bases of the interpapillary epithelial 
processes (high power), indicating marked irritation. 


Fig. 24-——Section of columnar celled cancer {x Fig. 25 Section showing edge of a papillary 
80). cancer of the endometrium (x 60). 


Fig. 26 Section from a case of leucoplacia showing Fig. 27.—Section from a case of pruritus with 
epithelial proliferation and inflammatory changes. chronic vulvitis (x 65). (From Eden and T,ock- 


yer, G necolog ) 


In Fig. 28 the interpapillary epithelial processes are deep and irregular. 
The horny layer is absent and over a large area it has been replaced by inflam- 
matory exudate, the whole epithelial layer is comparatively thin, but the uleera- 
tion has not penetrated through it completely. The dermis is extremely vascular 
and shows leucocytic infiltration. There is no approach to malignancy as a re- 
sult of the ulceration. 
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Fie. 29 is a low power section through the cancerous area showing the 
leucoplacic changes at the extreme margin. Solid masses of epithelium have 
grown down for a considerable distance into the dermis; they are quite irregular 
in shape and are evidently fusing with one another. The surface is broken on 
the summit of the cancerous area (ulceration). The high power is through the 


edyve of the cancer. On the left are the leucoplacie changes seen in the previous 


Vig Section showing ulcerated area’ from 
leucoplacia, but with » approach to malignancy. 


Fig. 29.—ILow power section through a cancerous 
area, showing leucoplacic changes at the margin. 
High power below (x 592) through edge of cancer. 


Fig. 30.—Showing a healing leucoplacia (x 70). 


section. down the center of the field is a hair follicle. To the right are epithelial 
processes definitely cancerous, invading the dermis and subdermal tissues to a 
considerable depth. In this case an enlarged inguinal gland was removed which 
was definitely cancerous, thus confirming the diagnosis. 


Fie. 30 is taken from a case of healing leucoplacia. 
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CONCLUSIONS 


1. It must be admitted that, speaking generally, the transition from benign 
to malignant histological characters is so gradual that it is very difficult to define 
a stage which can usefully be ealled ‘‘ precancerous. ’’ 

2. In the case of the ovary the detection of precancerous conditions is not 
of great practical importance if the rule is observed that all ovarian neoplasms 
should be removed as soon as they are detected. There is clear evidence that 
cancer occurs as a rule in an ovarian cyst, not in an unaltered ovary. 

3. In the ease of the uterine body, we hold that the condition shown in Fig. 
} 1S precancerous and such appearances, or any closely resembling them, should 
form an indication for panhysterectomy. The outstanding feature is the abun- 
dant atypical proliferation of gland tubules, and of the epithelium lining these 
tubules. 


4. In the case of the cervix there is clear evidence that an erosion may heal, 
the columnar epithelium and glands being replaced by stratified squamous epi- 
thelium; this may occur either under treatment or spontaneously. 

In other cases the erosion becomes the seat of a cancer and so far as we have 
seen, this is of the squamous-celled type. It will probably become in time es- 
tablished that it is the erosion which is accompanied by deep cervical laceration, 
by thickening an deversion of the lips of the cervix, and histologically by abun- 
dant round-celled infiltrations, which is most liable to become cancerous. The 
form which occurs in nulliparous women is probably more benign. We there- 
fore think that all standing cervical lacerations with thickened and everted 
erosions should be regarded as precancerous, and should be dealt with by free 
local excision. A radical operation is not called for in this condition. 

5. Cervical adenomatous polypi may become also malignant, but we have 
been unable, in the case of these very common neoplasms, to find anything that 
could be called a precancerous stage; early removal is the universal practice and 
the point is therefore not of great clinical importance. 

6. With regard to the vulva, we hold that chronic vulvitis is, generally 
speaking, not precancerous. Leucoplacia, like cervieal erosion, may heal under 
treatment, or may go on to the formation of squamous-celled cancer. A leuco- 
placia which is accompanied by an enlargement of the inguinal glands is pre- 
cancerous and should be treated by free excision of vulva and the glands. 

We have seen three cases of glycosurie vulvitis which developed cancer and 
we suggest that this form of vulvitis may prove to be specially prone to be fol- 
lowed by cancer; further evidence is in the meantime required on this point. 

We have found no evidence that gonorrheal warts show the least tendeney 
to become malignant. 
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THE INDUCTION OF LABOR AT TERM* 
By Cartes B. Reep, M.D... Curcago, Tun. 


ROM the time of Van Deventer (1701) to the present, our best obstetric 

thought has been devoted to the study of contracted pelves and the dangers 

and difficulties which these anomalies develop in the course of pregnaney and 

labor. This work has been pursued’ with an engrossing interest and has brought 

about additions and technical accessions to our knowledge of wide and far 

reaching importance, so essential and vital indeed as to constitute the very 
foundation of obstetric science, 

Meanwhile but little attention, comparatively, has been paid to the cor- 
responding problem which concerns the large, the mature and the postmature 
child. It is obvious that the large child, whether mature or postmature, must 
meet with obstruction in a normal pelvis and produce just as serious a complica- 
tion of labor as the generally contracted pelvis with which it competes for an 
evil preeminence, 

In spite of narrower interest, however, this aspect of the subject has been 
approached from various angles and one man after another has investigated 
and solved with reasonable accuracy several of its phases. These results are 
quite practical and may be summarized for specific application. 

The duration of pregnancy is an important feature which has been re- 
ported upon by Ahlfeld, Casalis, Issmer, v. Winckel and others. Their work 
leads them to conclude that the average period for human gestation should be 
set at from 270 to 280 days with an allowance above and below these figures of 
about thirty days to provide for the uneertainty as to the incidence of fertiliza- 
tion and the accidental element in the onset of labor. They generally accept 275 
days as an approximation to the actual elapsed time between conception and 
fetal maturity. This period is remarkably exact if we consider our entire ignor 
ance of the date of fertilization and of the phenomena that determine the onset 
of labor. The end of the pregnaney is conveniently recognized by the word 
“‘term,’’ which is not only too broad but wholly noncommittal. 

It is a matter of common knowledge that a pregnancy may either be ab- 
breviated or prolonged beyond the time set, but the prolongation of pregnaney 
is the less frequent. This phase of the question has been worked out by Parvin, 
who found that from 6 to 8 per cent of all pregnancies are more or less pro- 
longed. 

v. Winckel again has examined the effect of this delay in the onset of labor 
upon the fetus mm ulero and concluded that the phenomenon was regularly as- 
sociated with large babies. He became convineed also that of all babies weighing 
more than eight and one-half pounds, 71.8 per cent were postmature. In other 
words, whatever the period of gestation, the time of fetal maturity had been 
overstepped. 

*Read (by invitation) at the Forty-fifth Annual Meeting of The American Gynecological Society, 
Chicago, May 24-26, 1920. 7 
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It is evident that neither the menstrual history nor the known date of coitus 
does, or can, give us more than an approximation to the actual date of labor. 
Some other basis must be found from which to caleulate the duration of preg- 
nancy, or at all events, the proper time for the onset of labor. It seems more 
logical, as it certainly is more promising to determine the time for the normal 
onset of labor, not by the days or weeks spent by the egg in the uterus but by the 
effect of that incubation on the fetus. The purpose of pregnaney is the pro- 
duction of fetal maturity. When the child is mature, the normal end of intra- 
uterine life has been accomplished. 

What constitutes maturity? If we can establish the signs of this phenom- 
enon and have the means of recognizing them in the uterus, it will be possible 
to say at a given time that the mission of gestation has been fulfilled. 

Theoretically the child should be mature when the embryonie type of cell 
has been transformed into the mature type, but this is not so. Ballentyne, with 
good reason, bases the attainment of maturity on the physiologie perfection 
of the organs. Ile makes the point that as soon as the organs are prepared to 
functionate satisfactorily in an extrauterine environment, the fetus is mature. 

This anatomie and physiologic perfection, however, must needs be secured 
by such a residence in the uterus as permits the child to achieve a constant and 
rapid growth, not only of the organs, but also of the structure and the con- 
nective tissue. This growth and development persists until not only the organs 
but certain more or less stable general characteristics have been formed and 
fixed. 

The fetus now presents that physical appearance of wholesome sturdiness 
which is so quickly recognized as maturity by the expert, but is so difficult to 
deseribe. The child shows also a definite capability for an extrauterine exist- 
ence, and we may therefore tentatively accept Ballentyne’s definition of ma- 
turity as ‘‘that state or degree of fetal development which enables a child to sur- 
mount the perils and aggressions of extrauterine life easily.’’ * 

Meanwhile, the child has acquired some rather definite characters which 
are authoritatively recognized as the gross evidences and criteria of maturity. 
The most important of these are the length and size of the fetus, and the fetal 
head diameters. On these phases of the problem much time and thought have 
been expended. The results of this work have been given in considerable detail 
elsewhere, but for the sake of completeness, it is desirable to give a summary. 

The length, logically, should be regarded as the most important sign of 
fetal maturity. Fortunately the limits of this criterion have been widely dis- 
cussed and rather generally accepted.  Ballentyne, Hirst, Hecker, Webster, 
Edgar, Dorland, Cragin, Eden, Peterson, Ahfeld, Stumpf, Williams and Issmer 
agree that the length of a mature child should be 50 em. to 51 em. All admit the 
possibilities of 48 em. and some extend the upper boundary to 54 em. Our 
own series gave measurements that varied from 48 to 53 em. with an average of 
50.2 em. All the babies were mature according to the definition. Babies of less 
than 48 em., except twins, are not ordinarily mature, and babies cannot exceed 
53 em. in length without, in our opinion, entering the postmature class. 

The size is next in importance. Without tiring you by a repetition of fa- 
miliar figures, let us reeall briefly that Hirst, Dorland, Edgar, Webster, Eden, 
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Goenner, Cragin, Jewett, Stumpf, Williams, Ahlfeld and MacDonald place the 
weight of a mature child at from 6 to 714% pounds with a low limit of 514 pounds 
and no mention of an upper boundary. Only by implication do we learn from 
this silence that babies that have long been mature must of necessity be post- 
mature, The designation postmature is not common in literature. 

The diameters of the fetal head are the next point that concerns us. v. 
Winckel states that the average occipitofrontal diameter in maturity is 12 em. 
and the biparietal 9.25 em. Our own series gave the occipitofrontal in mature 
babies as ranging from 10 em. to 12 em. and the biparietal from 8.5 em. to 10 em. 
In our opinion all babies that possess the above described characteristics of 
length, weight and fetal head diameters within the limits set are mature and 
those which register below or above these boundaries are, ordinarily, immature 
or postmature, respectively. 

With these various measurements in mind, it is now possible to complete our 
definition and assert that maturity is that state or degree of development wherein 
the fetus is enabled to surmount the perils and aggressions of extrauterine life 
easily and that such development is associated with a fetal length of 48 to 53 em. ; 
a weight varying from five and one-half to possibly nine pounds and heads that 
measure from 10 to 12 em. in the oecipitofrontal and from 8.5 to 10 em. in the 
biparietal diameters, 

sy this definition, if we use the word ‘‘term’’ at all, we should use it to 
signify that the fetus has attained physical maturity instead of to indicate that 
the uncertain end of an indefinite time is approximately due. Moreover it does 
not seem superfluous to reiterate that when the fetus falls within the scope of 
this definition, the end of profitable intrauterine life has been accomplished 
and a continuance thereof can only be an indifference, if not an invocation, to 
all those dangers, morbidities and mortalities which are so familiar to us in 
cases of contracted pelvis and therefore of the overlarge child. 

It is not a catastrophe, ordinarily, for labor to occur a couple of weeks be- 
fore the maturity of the child as we have defined it, but there is a steadily in- 
creasing danger to mother and child for every additional week of postmaturity. 
The child continues to develop at the rate of from 0.5 em. to 1.0 em. in length, 
and from one-half pound to one pound in weight each week and this increase 
in size necessarily intensifies the obstetric problem and by raising the chances 
of serious operative complications adds materially to the peril. 

The intrauterine child goes to maturity just as, later, the delivered baby 
ripens into an adult. In both cases, where maturity is attained, if the nutritional 
intake exceeds the expenditure, the tissues will store up fat and become infiltrated 
with fluid. The abundance of this fat is not a sign of maturity, but of post- 
maturity. These accessions of fat, moreover, are as worthless to the infant as 
to the adult. An excess of fat and fluid in the tissues of the baby hampers 
rather than facilitates organie action and furthermore, both fat and fluid are 
lost rapidly after birth. As we have shown elsewhere, babies that average 7 
pounds lose 8144 ounces in the two and one-half days following birth and then 
begin to gain, while babies that average 94, pounds lose 1414 ounces in about 
the same time before the gain begins. The increase in bulk, therefore, has served 
merely to complicate labor without any corresponding advantage to the child. 
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A consideration of the data thus reviewed has led us to believe that it is 
timely and desirable to apply to all eases of fetal maturity the principles of 
management that we sometimes employ in contractions of the pelvis. In other 
words, when the child becomes demonstrably mature, labor should be induced 
at the first convenient opportunity. In pelvie contraction, to be sure, the 
anomaly becomes apparent as soon as the appropriate tests are applied, while 
the presence of a mature child has rarely been regarded hitherto as even a poten- 
tial peril. Nevertheless where we induce labor for pelvic contraction, we act, 
if we are wise, before the crisis appears even though the child be submature, so 
why hesitate to avert a similar complication when maturity is present. 

The diagnosis of pelvic contraction after two centuries of education has 
hecome a more or less successful routine, but the diagnosis of fetal maturity 
which is far easier is not so common. The methods for determining maturity 
have been before the profession for some years, but they have not as vet received 
the stamp of approval and current usage. 

The technic of these methods is doubtless familiar, at all events descriptions 
are readily available in the literature and need not be dwelt upon here. It is 
desirable, however, to report our own experience with them. 

The length is ascertained by Ahlfeld’s maneuver. In our series the post- 
partum figures tallied exactly with the antepartum estimate in 37 per cent. 
The variation was less than 0.5 em. in 24 per cent and less than 1.5 em. in 29 
per cent of the cases. 

The weight and size of the child are estimated by the method brought out 
by McDonald some ten years ago. He assumes that when the uterus contains 
a mature fetus weighing 74 pounds (3300 grams) the fundus will be 35 em. 
above the symphysis. He also estimates that the weight of the child will be 
increased or diminished by 200 grams for each variation of 1 em. in the height 
of the fundus. So far as concerns the maturity of the child we found this 
method practical and safe, but the estimates of weight were not so reliable, al- 
though they did not pass the limits of security. 

The problem of the fetal head diameters was one of absorbing interest. 
Only two, of course, are possible, the occipitofrontal and the biparietal, but 
fortunately these are the ones most needed. They are obtained by Perret’s 
maneuver. Thus the occipitofrontal is measured as it lies more or less trans- 
versely across the inlet without making any allowance for the thickness of the 
abdominal walls. From this result the biparietal is estimated by a system of 
deductions according to a seale suggested by Perret and elaborated by Me- 
Donald. If the occipitofrontal measures 12 em., for instance, 2.5 em. is de- 
ducted to get the biparietal. From 11.5 em. occipitofrontal we take 2.25 em., 
from 11.25 we take 2 em. and from 10.0 em. we take 1.5 em. to get the biparietal. 

In our series the postpartum measurement of the occipitofrontal tallied 
exactly with the antepartum estimate in 40 per cent. The variation was 0.25 
cm. or less, in 34 per cent, and within 0.5 em. in 24 per cent and erred by 1 em. 
in but 4 per cent of the cases. 

The biparietals obtained from the above occipitofrontals were found post- 
partum to be exact in 36 per cent, within 0.25 em. in 31.7 per cent within 0.5 
em. in 24 per cent, and to vary by 1 em. in but 6.5 per cent of the cases. 


| 
| 
| 


28 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


It is obvious that these differences are too slight to affect the diagnosis ap- 
preciably. All the babies but one were mature. Our sole failure was due to 
the stupidity of an interne. No system or technic however can be entirely free 
from the possibility of abuse. These maneuvers are quickly learned, their ap- 
plication is easy and the results surprisingly accurate. 

With the determination of the length and size of the child and the two 
principal diameters of the head, it would seem that the question of maturity is 
safely assured. The problem of the pelvis is admittedly a matter of technic and 
the sole remaining point is the induction of labor. Whether or not the maturity 
of the child be generally accepted as a satisfactory and legitimate basis for 
bringing on the Jabor, at all events, our ability to induce the delivery at will 
is an important addition to our obstetric armamentarium. 


TECHNIC OF INDUCTION 


The labor can be inaugurated by castor oil and quinine, by quinine and pit- 
uitrin or by the modified de Ribes bag (Voorhees bag). The castor oil and 
quinine acts in about two or three cases out of five, and most reliably when the 
patient is a little bit beyond her calculated date. The bag in our experience has 
been the most dependable and is therefore the favorite agent at our hospital. 

The patient’s bowels should receive attention the night before, and in the 
morning the external genitalia are given a careful obstetric preparation. 

Assemble and sterilize by boiling for 20 minutes, a modified de Ribes bag 
(Voorhees) No. 4, a Simon speculum or vaginal retractor, a pair of long Pean 
forceps (dressing forceps will serve), two pairs of vulsellum forceps, two pairs 
of compression forceps, a Goodell dilator, a tenaculum foreeps, a hand bulb 
syringe, or metal piston instrument holding six or eight ounces, and glass tubes 
or rubber connections for the bag and syringe. The bag and accessory apparatus 
must be tested for defects before using. 

The patient, prepared as for delivery, is placed upon the operating table 
in exaggerated Jithotomy position with the legs held by assistants or by stir- 
rups. 

The vagina is retracted, a smear made from the cervix and the mucous 
membrane wiped clean with pledgets. Anesthesia is rarely necessary even in 
primipare. 

One lip of the cervix is seized by the vulsellum and brought down. If the 
bag has been properly prepared the os will admit it ordinarily without dilatation. 

The bag is emptied of any residual air and the flat end pulled out. It is 
next rolled into a compact mass like a cigarette and seized by the Pean forceps 
so that the tips extend just to the largest diameter of the rolled bag. After 
anointing the bag with sterile glycerine it is passed into the cervix with the con- 
cavity of the forceps turned slightly toward the patient's left leg and as it enters 
the os the coneavity is turned upward one quarter of a circle so that when the 
maneuver is completed the hollow of the forceps conforms to the flexure of the 
uterus. Release the lock of the Pean forceps. Connect the tube of the bag with 
the filling apparatus and force the sterile solution—lysol, borie acid or plain 
water—slowly into the bag. Do not overfill by foree, or the bag will break. 
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Tension in the tube leading from the bag, or the feeling of resistance to the in- 
jection are signs of fullness to an experienced operator. If uncertain of the 
technic, a measured amount of fluid may be used. <A piston syringe of tested 
size will also serve to inform the operator when the capacity of the bag—six 
ounces—has been reached. The Pean forceps are removed as soon as the bag 
is sufficiently filled to keep it from following the forceps in the withdrawal. 
Snap the compression forceps on the tube. Remove the vulsellum from the 
cervix and disconnect the syringe. Tie the tube firmly with tape. Remove the 
compression forceps. Place sterile pads on the vulva, one on either side of the 
tube. Remove the stirrups and pull the patient up. 

The bag may, from either rapid or insufficient filling, slip out of the 
cervix before the uterine contractions begin. If this happens another bag should 
be inserted. 

If the pains do not start within an hour, a weight of one or two pounds is at- 
tached by a tape to the protruding tube and passed over the foot of the bed or 
table. Usually in from five minutes to half an hour the contractions begin and 
the labor is under way. In a variable period, rarely more than four hours, the 
bag is expelled by strong pains, the dilatation is practically complete and the 
head follows the bag down into the pelvis, the membranes rupture and the second 
stage begins. From now on the ease is managed according to general obstetric 
principles. The tedious, exhausting, and painful first stage has been materi- 
ally shortened. The bag acts as a mechanical aid to cervical dilatation, a dynamie 
stimulant to the contractions, and preserves the membranes from injurious pres- 
sure until physiologic rupture occurs. 

When the membranes have been accidentally ruptured by the insertion of 
the bag, no attempt should be made by pulling on the bag to mark the degree of 
advancement lest it come out and by suction bring down the cord. Also when 
the bag comes out after such an accidental rupture of the membranes, it is good 
practice to make an internal examination to discover the presence or absence 
of a prolapsed cord. 

In the series of 200 cases hitherto reported we had 114 multiparw and 86 
primipare. The average duration of labor was seven hours and fifty-six minutes. 
The longest labor was 30 hours and was due largely to a tough, inelastic cervix. 
Two others were 28 hours long on account of cervical conditions. One had a 
mass of cicatricial tissue. The shortest labor was 55 minutes in a multipara and 
60 minutes in primipare. The bag broke while being filled or shortly after in- 
sertion, nine times. A second bag was necessary in four cases. The membranes 
were ruptured by the insertion of the bag seven times—in one ease intentionally 
on account of hydramnios. The bag was expelled in an average period of 3 
hours and 20 minutes. The longest detention was 9 hours, the shortest 10 
minutes. Two mothers died. One had a myocarditis associated with marginal 
insertion of the placenta. Her labor lasted only an hour and a half and she lost 
less blood than usual, but she died two hours after delivery. The other had 
pneumonia and died eight days after delivery. 

In no case did the bag fail to initiate the pains or the woman to deliver. 
The average weight of the babies was 7.4 pounds. The smallest weighed 5 
pounds, the largest 10 pounds. Twelve babies died. One child of a primipara 
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was born in esphyxia after sixteen and one-half hours of labor, was revived with 
difficulty, and died eight hours later. One child of a multipara, born blue after 
a labor lasting one and one half hours. Revived. Died suddenly thirty-six 
hours later. Two died on second and fourth days respectively of hemophilia. 
One died of toxemia on the seventh day. One was the child of a primipara with 
a small pelvis. The delivery was instrumental and the baby died two hours 
after birth. One died after a forceps delivery, the occiput being posterior. 
Two were stillborn. One died in the course of a rapidly progressing second 
stage half an hour after the heart tones had been strongly evident. The other 
with heart tones diminishing was delivered with forceps but did not survive. 
Two died from the prolapse of the cord, one being luetic. One was premature 
as previously explained and the death was inexcusable. 

The following operations were done: Version and extraction four times 
for cases of placenta previa transverse presentation, prolapsed cord, and to ex- 
pedite labor in a heart case. 

Forceps were used 39 times: occipito-posterior position, 11; deep transverse 
arrest, 15; insufficiency of the powers, 4; to hasten labor, 5; and for instrue- 
tion, 4. 

There were two cases of prolapsed cord. 

Our employment of forceps may seem excessive to those who are guided by 
the statistics from large clinics wherein the women delivered are mostly normal 
and of strong physique. It does not seem improbable, however, that those of 
our colleagues who have much to do with our overcivilized American women 
will find in his private practice a larger percentage of forceps cases than in his 
clinical work. 

Three of our women developed temperatures. One was due to pneumonia, 
one to tuberculosis, and one to mastitis. 

No dilatation was required in any case prior to the introduction of the bag. 
In but five cases was anesthesia employed for the insertion of the bag and then 
for nervousness rather than for pain. 

To these cases we now add 24 others that gave the following results: Multi- 
pare, 15; primipare, 9. Average detention of bag in utero, 4 hours, 1 minute. 
Average duration of labor, 6 hours, 11 minutes (1 history imperfect). Twenty- 
two babies averaged 7 pounds, 1 ounce. Operations: Low forceps, 8 (deep trans- 
verse arrest 4; prolapsed cord, 1; heart case, 1; inertia 2). Version and extrae- 
tion 1 for prolapsed arm. Pubiotomy 1, for delay of aftercoming head. There 
were no maternal deaths. One baby died from prolapse of the cord. Pains be- 
gan in all cases in less than an hour. 

It is a pleasure also to report 34 cases from the service of Dr. C. E. Boys, of 
Kalamazoo. Thirty of these were inductions at term. Average detention of 
the bag in utero was five and one-third hours. Average duration of labor eleven 
and one-fourth hours. Pains began promptly in all eases but one, where they 
failed entirely. Operations: Forceps 10; version and extraction, 1. Largest 
baby 914 pounds. Smallest 55g pounds. Prolapsed cord, 2. Maternal mor- 
tality, 0. Fetal mortality, 3, two from prolapsed cord and one from forceps in- 
jury. In seven cases the temperature ranged from 100° F. to 101° F. on the 
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third day. All were operative cases in which the rise could be traced to other 
causes than the induction. 


It is also my privilege to report 270 cases of induction from the service of 
Drs. George Clark Mosher and Buford G. Hamilton of Kansas City. One hun- 
dred ninety of these were for labor at term and 80 for moderately contracted 
pelvis or toxemia. In 24 cases the bag was used to replace prematurely ruptured 
membranes. In all cases castor oil and quinine preceded the bag by fourteen 
hours or more, but in only eighteen was the bag rendered unnecessary. The 
average detention of the bag in utero was six hours and twenty-five minutes. The 
average duration of the labor in multipare, eight and one-half hours; in primi- 
pare, twelve hours. The shortest labor was one and one-fourth hours (mp). 
The longest was sixty hours and required a second bag. Six eases failed to 
deliver after the bag was expelled. 

Maternal mortality 5, from nephritis, endocarditis, and other complica- 
tions independent of the induction. Babies’ mortality 3.8 per cent, which is 
well within the average. 

Operations.—Total for all cases about 35 per cent (forceps and versions). 
Mosher states that this is about the average in their general work where the 
fetal heart tones are the principal guide for interference. The cord prolapsed 
in three cases, and in one apparently followed the descent of the bag. 

All cases were checked by routine measurements before and after delivery. 
and the bacillus coli were found, but though the induction proceeded, we had no 
appreciable displacements of the presenting part, and no hemorrhages chargeable 
to the bag. 

Certain objections have been urged against the use of the bag for the in- 
duction of labor. The most persistent of these is the menace of infection. In 
the early cases this fear was constantly before us and cultures and smears were 
made from the cervix in every instance. Streptococci, staphylococci, gonococei, 
and the bacillus coli were found, but though the induction proceeded, we had no 
postpartum infections. This result was quite puzzling until it occurred to us 

the patient’s immunity. It is our conviction now that prolonged labors, though 
nonoperative, are more disintegrating to the morale and more disastrous physi- 
cally than extremely painful deliveries that are soon terminated. This opinion 
might be stretched enough possibly to cover the operative deliveries in which 
the trauma is not excessive. Lynch, Mosher, Boys, and others who have used 
the bag sufficiently agree thoroughly with the writer that the danger of infee- 
tion may be disregarded if a good technic is possible. 


that the comparative shortness of the labors might be a factor in conserving 


It has been charged also that the introduction of the bag may disturb the 
presenting part and cause malpositions. This possibility, which always hung 
over us in the earlier days when the Carl Braun bag was commonly employed, 
and even later with the huge de Ribes affair, does not seem to be much in evi- 
dence at present when the small flat topped fabric bag is used. A further 
insurance against the accident inheres in the self-control of the operator who 
contents himself with leaving the bag in the cervix where it belongs in place of 
trying to carry it to the fundus. So while admitting its possible or occasional 
occurrence, as Brodhead has also noted, yet we must regard the dislocation of 
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the presenting part as extraordinarily rare. Moreover if the head is lifted 
by the introduction of the bag it must soon resume its original position when 
the bag descends. In our second series we kept careful records of the positions 
and could not find an appreciable variation from the usual averages. 

Whether a disturbance of the head is sufficient to encourage a prolapse of 
the cord is still uneertain. Lynch maintains that a long cord is prerequisite to 
a prolapse. If it happens therefore that a long cord should coexist with a 
marked disturbance of the presenting part it is probable that the mechanical 
conditions are present which permit a prolapse. 

It is further charged that the bag is unreliable and that in many instances 
the pains cease after the bag is expelled and the induction fails. Although we 
have not had this experience, yet Lynch reports eight, Mosher six, and Boys 
one. We must therefore accept this event as infrequent but certainly possible 
in the hands of unimpeachable technicians. ILowever, the bag is not an in- 
telligent instrument and it cannot be left to its own devices if good results are 
desired. It may break or come out, it may leak or faii to advance and so the 
process must be watched assiduously from the moment of the insertion of the 
bay. Occasionally it may be advantageous to swing the bag to one side or re- 
lease it from the weight so that it may change position or shift its point of 
pressure. When the pains are weak or slow in starting, it sometimes happens 
that a gentle massage of the uterus for a half hour or so will aid in bringing 
on or strengthening the contractions. The most common cause of failure is 
found in the practice of some operators who introduce the bag and then leave 
the case with no one at all or only an inexperienced technician in charge. 

**Meddlesome midwifery’? is the alliterative imputation that is loosely and 
almost instinctively made against the induction of labor by those who wear 
congenially the trammels of tradition. Wright, of Toronto, answers this ob- 
jection quite clearly. Ile says, ‘‘If we ean perform this operation in such a 
way that it causes no danger, or at least very much less danger to the patient 
than the prolongation of the pregnaney involves, then we must conclude that 
such interference is not only justifiable but advisable.’’ 

In our own experience at Wesley Memorial Hospital, it has seemed at 
times as if the pains of an induced labor were not quite so strong as in cases 
not induced. Whether the average of weak pains is larger or smaller than in 
noninduced cases we cannot say. Drs. Lynch and Mosher have both noted a 
diminished uterine irritability, a lessened responsiveness to the bag in cases of 
toxemia. Nevertheless Mosher insists that the bag is the most successful method 
of treating these cases. He also considers it a valuable aid in reducing infant 
mortality. It is generally accepted at present that an induction should be done 
in a properly equipped hospital and it is presupposed that the operator is 
familiar with the ways of measuring the child in utero. 

In conclusion it seems to us that the modified de Ribes bag is a safe and 
efficient agent for the induction of labor at ‘‘term’’ and when properly used 
is open to but few objections. 

Furthermore we think our experience justifies us in stating that not only 
is no harm done, but a large element of potential danger is averted by inducing 
Jabor when the child is mature. By this judiciously timed procedure, the con- 
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tractions of labor may be inaugurated when the child is ripe, but yet small enough 
to pass the pelvie canal without extreme difficulty. The mother is spared from 
four to six hours of suffering as well as serious operative trauma and she rises 
from her confinement quickly and with unimpaired vitality. 

A minor feature, but one not altogether unimportant, is the knowledge 
that the gestation will terminate on a definite date. This is both a mental and 
a financial relief to the patient and a marked convenience to the doctor. Neither 
he nor the patient is taken unawares, but with the same equanimity and econ- 
fidence that attends any other nonaeccidental surgical engagement, the con- 
tractions are started in the morning, the labor advances smoothly and easily 
for mother and babe and terminates generally in the afternoon or evening. 

Under such conditions of election, it is easily possible and convenient for 
the physician and his skilled assistant to give the patient the time and attention 
which all labors require and relatively few receive. 

Medical thought is tending ideally toward prophylaxis. We strive to fore- 
see and prevent pathology rather than await its onset. This is prudent pro- 
lepsis. 

We believe that by the simple and easily applied tests which we have dis- 
cussed in this paper fetal maturity 7 uwlero may be diagnosed definitely and 
unmistakably. We believe that the induction of labor by the method described 
is a safe and efficacious procedure. We believe that by combining these meas- 
ures the uncertain arrival of a large or postmature child will become, as it 
should, an exceedingly rare occurrence and that it will happen only as an in- 
advertence, or as a result of temporizing which, not unjustly, would be looked 
upon with dismay in other branches of surgery. 
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THE PROPHYLACTIC FORCEPS OPERATION* 
By Jos. B. DeLer, M.D., Cutcaco, IL. 


ILE time is not yet ripe for a general recommendation of the procedure to be 

described in this paper. As obstetric specialists, we must lead the way in 
improvements of our art, for this is still capable of improvement. The publie 
is demanding with a voice that becomes louder and more insistent each year, 
relief from the dangers of childbirth for the childbearing woman. As regards 
the pain, the rapid spread of the twilight sleep craze will show that the demand 
for ‘‘tokophobia’’ is spreading among women. 

If we study our cases carefully the conclusion is inevitable that while we 
have decidedly improved the maternal mortality and morbidity and have reduced 
the fetal deaths somewhat, labor is still a painful and terrifying experience, 
still retains much morbidity that leaves permanent invalidism. The latter state- 
ment is also applicable to the child. Many efforts are being made to ease the 
travail of the woman and to better the lot of the infant. What follows is another 
such effort. Experience alone can decide whether it accomplishes its purpose. 

The prophylactic foreeps operation’? is the routine delivery of the child 
in head presentation when the head has come to rest on the pelvie floor, and the 
early removal of the placenta. Primiparous labors and those in which the con- 
dition of the soft parts approximates a first labor, are treated by this method, 
which really comprises more than the actual delivery of the child. It is a rounded 
technic for the conduct of the whole labor, with the defined purpose of re- 
lieving pain, supplementing and anticipating the efforts of Nature, reducing 
the hemorrhage, and preventing and repairing damage. 

It is not a complete reversal of the watchful expectaney that is universally 
taught, but [ cannot deny that it interferes much with Nature’s process. Were 
not the results | have achieved so gratifying, | myself would call it meddlesome 
midwifery. For unskilled hands it is unjustifiable. 

A typical case is treated as follows: As soon as the pains are well established 
and the cervix opened two to three centimeters, the parturient is given 1/6 grain 
of morphine and 1/200th of the scopolamine. After one hour 1/400 of seopela- 
mine is given and in one or two hours occasionally a third dose of the same size. 
The room is darkened and suggestion used as much as possible to aid the medi- 
eines. This is really a modified twilight sleep and usually the cervix dilates and 
the head comes down on the perineum without the necessity of further drugs. Oc- 
easionally 15 grains of chloral and 40 grains of sodium bromide are given per 
rectum to aid the morphine, or gas and oxygen are administered by an expert. 
It is important to obtain complete spontaneous dilatation of the cervix, and the 
slower the better. The importance attached to this point, the natural dilatation 
of the cervix and the slow retraction of the pericervieal connective tissues, ean- 
not be exaggerated. We are unable to imitate this by art. 


*“Read at the Forty-fifth Annual Meeting of The American 


Gynecological Society, Chicago, May 
24-26, 1920. 
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When the head has passed the cervix and rests between the pillars of the 
levator ani and has begun, just begun, to part them and to stretch the fascia be- 
tween them—a matter that is easily determined by rectal examinations, the pa- 
tient is put to sleep with ether, and a typical perineotomy (soon to be described) 
is performed. Under the minutest possible control of the fetal heart tones— 
either the operator or an assistant listening every minute, with the head stetho- 
scope—the forceps are applied and delivery accomplished. This is usually sur- 
prisingly easy. As soon as the child’s head is born, 1 ¢.c. of Burroughs and 
Wellcome’s Pituglandol is injected into the deltoid muscle. A nurse stands 
ready with 1 ¢.c. of aseptic ergot and this is injected into the outer thigh mus- 
cles as soon as the placenta is visible in the vulva. If there is hemorrhage, 
the placenta is removed at once, if not, we wait five to ten minutes. The operator 
either changes his gloves or disinfects them with antiseptices, and if the placenta 
is not already visible in the vulva, inserts the left hand into the vagina or the 
lower uterine segment, palm up, while with the outside hand the hard (pituitrin ) 
uterus is pushed down on the already descended placenta. The placenta slides 
down the hand like a heel slides along’a shoehorn. We eall this method of ex- 
pression of the placenta the ‘‘shoehorn maneuver,’’ and it is the rare exception 
that the placental delivery needs more help than light pressure on the contracted 
uterus from above. Should there be any undue bleeding, another ampoule of 
pituitrin is injected directly into the uterine musele through the abdominal 
wall. Uterine tamponade is almost never needed. 

The woman is now given 14 grain of morphine and gr. 1/200 of scopolamine 
to reduce the amount of ether required for the repair work, to prolong the nar- 
cosis for many hours postpartum, and to abolish the memory of the labor as 
much as possible. 

It is surprising how bloodless the operative field, especially the cervix, has 
become. The cervix is pulled down with specially constructed ring forceps and 
all tears immediately repaired. I have thus gained a large experience in cervical 
tears and find it necessary to revise my previous notions of their anatomy. The 
cervix tears often even in spontaneous deliveries. The body of the cervix fre- 
quently tears, leaving the mucosa, internal and external, intact. Later such 
cervices show all the evidences of laceration, chronic inflammation, eversion, 
erosion, ete. Those lacerations which are open also show the separation of the 
muscle of the cervix at the sides, and the deep retracted portions of the wound 
must be pulled out and united, preferably with buried sutures. Our previous 
failures in cervical repair were, | believe, due to nonrecognition of this fact. 


THE PERINEOTOMY 


The technic of repair is one of the most important steps of the pro- 
cedure. It is essential to have clear notions of the normal anatomy of the pelvic 
floor and how the structures are changed during delivery. The models (see 
illustrations) are intended to show these things. The head advancing through the 
hiatus genitalis (1) stretches the vagina radially and Jongitudinally—it also 
sometimes, wipes the vagina off its fascial anchorings, sliding it downward and 
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outward, (2) The head stretches the pelvic fascia over the levator ani, and be- 
tween the rectum and vagina and the layer behind the rectum, also radially and 
longitudinally, and this also permits the rectum to be wiped downward and slid 
off its fascial attachments to the levator ani; (3) the head often tears, or over- 
stretches the fascia over the levator ani, especially those bundles which hold the 
pillars of the muscle in position at the sides of the rectum, spanning the hiatus 
genitalis, and this permits the pillars to separate,—a real diastasis of the levator 
pillars resulting. The pathology is similar to that of the diastasis of the recti 


abdominales. This diastasis of the levator pillars and the wiping or sliding of the 


Fig. 1.—Partly diagrammatic to show the axial displacement, the distraction, and rupture of the fascia 
and muscles during the passage of the fetal head. a, Urogenital septum much distracted: b, usual site 
of rupture of levator ani; c, sphineter ani; d, levator ani pubic portion or “the pillars; e, levator ani 


ischio-coceygeal portion. 


rectum and vagina downward and outward are the essential features of most pel- 
vie floor injuries have been, to my mind, the least noticed by current writers. 
(4) The tears in the levator ani musele are usually due to improper treatment, 
and they occur least commonly near the insertion of the muscle on the pubie 
ramus (usually due to cutting by the forceps) and more commonly at the sides of 
the rectum, behind, near the raphé. (5) Labor always ruptures the urogenital 
septum, tearing it in all directions and also from its ramifications with the endo- 
pelvie fascia, both above and below the levator ani. (6) The fascia between the 
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vagina and bladder is also stretched or torn, radially and in a downward diree- 
tion, tearing the vagina and bladder off its anchorage to the upper surface of the 
endopelvie fascia over the levator ani and posterior surface of the pubis. 

Thus it is evident that most of the damage resulting from labor is due to 
injury, rupture, distraction and displacement of the fascia, and less to tearing of 
the muscles. 

Prevention, therefore, aims to preserve the fascia in its normal position 
throughout the parturient canal, and, where the overstretching or rupture can- 


Fig. 2.—VDurely diagrammatic, to show the interior layer of the levator ani fascia torn and distracted dur- 
ing the passage of the fetal head. a, Urogenital septum; b, sphincter ani 


not be avoided, to incise the structure at a spot where it can be repaired by 
suture. 

We cannot do anything directly to save the pericervical connective tissues 
from radial and longitudinal overstretching and tears, but we can, indirectly, 
by avoiding all interference with the natural processes of dilatation of the cervix 
and restraining the natural powers if they are too violent. This means the 
avoidance of bags to hasten the dilatation, of manual stretching, of urging the 
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parturient to bear down before the head has passed the cervical barrier and 
especially avoiding pituitrin before complete opening of the cervix. 

We can take direct action to save the fascial and muscular structures of the 
pelvic floor, in addition to practicing the measures just mentioned for preserving 
the connective tissues of the upper pelvis. By incising the fascia at its most 
vulnerable point, and reuniting it after delivery, we are almost always, not 
invariably, able to eliminate all damage to the pelvic floor. 


Fie. 3 perineotomy, Cut are the skin, the vagina, the urogenital septum, the outer layer of 
the levator ani fascia with its reflection over the deep transversus perinei muscle, the fascia over the 
levator ani both external and internal (the latter is called the fascia endopelvina). The portion of the 


fascia endopelvina between the levator ani pillars is called (by the author) the “intercolumnar fascia” and 


is shown at A. a, Urogenital septum; b, levator ani fascia; c, levator ani muscle or pillar; d, cut edge 
of deep transversus perinei muscle. 


The first incision is through the skin and urogenital septum, exposing the 
pillar of the levator ani covered with the fascia endopelvina. Next the vagina 
is incised and with it the upper layer of the levator and fascia exposing the 
rectum, which is seen at the bottom of the wound covered with its fascia 
propria. Next the fibers of the fascia communicating with the urogenital 
septum are cut, which allows the perineal body with the sphineter ani and 
rectum to fall to the side opposite the cut. Simple episiotomy will not pre- 
vent injuries to the pelvie fascia. Where the disproportion between the head 
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and the pelvic floor is great, the muscular belly of the levator ani is also in- 
cised at a right angle to the length of the fibers. The models show these 
incisions better than descriptions. 

Sometimes during the delivery the fascia tears and stretches more than we 
wish, but never so much that we lose the advantages of the preliminary inei- 
sions. By slow extraction we reduce this possibility very much. The repair 
is done with catgut, layer by layer, vagina, muscle, fascia, urogenital septum, 
subeutaneous fat and fascia and skin, all in anatomicosurgieal fashion. Pri- 
mary union is the rule and examination later shows that virginal conditions 
are usually restored. 


\ 

Fig. 4 This model shows the dissection of the pelvic floor during the perineotomy. U. S., Uro- 
genital septum; A, the intercolumnar portion of the endopelvic fascia as it fuses with the urogenital septum 
in the centrum tendineum of the perineal body. On the left, the urogenital septum has been removed 
jieaving the deep transversus perinei (enlarged) and showing the fusion of the levator ani fasciz with the 
rectum. 4, Vesicovaginal fascia (its destruction leads to cystocele); b, musc. transversus perinei profund, 
(exaggerated); c, fascia endopelvina portion called “Interecolumnar”’; d, external layer of levator ani fascia. 
Floor of ischiorectal fossa; e, cut edge of deep transversus perinei muscle; f, levator ani pillar incised, 


pubic portion; g, fascia of levator ani. 


Now, should virginal conditions be restored? Did not Nature intend 
women should be dilated in the first labor so that subsequent children will come 
easily? Are not the lacerations normal ? 

Labor has been called, and still is believed by many to be, a normal fune- 
tion. It always strikes physicians as well as laymen as bizarre, to call labor 
an abnormal function, a disease, and yet it is a decidedly pathologie process. 
Everything, of course, depends on what we define as normal. If a woman falls 
on a pitchfork, and drives the handle through her perineum, we call that 
pathologic—abnormal, but if a large baby is driven through the pelvie floor, 
we say that it is natural, and therefore normal. If a baby were to have its 
head caught in a door very lightly, but enough to cause cerebral hemorrhage, 
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we would say that it is decidedly pathologic, but when a baby’s head is erushed 
against a tight pelvic floor, and a hemorrhage in the brain kills it, we call this 
normal, at least we say that the function is natural, not pathogenic. 

In both eases, the cause of the damage, the fall on the pitchfork, and the 
erushing of the door, is pathogenic, that is disease producing, and in the same 
sense labor is pathogenic, disease producing, and anything pathogenie is patho- 
logic or abnormal. 

Now you will say that the function of labor is normal, that only those cases 
which result in disease may be called abnormal. Granted, but how many labor 


we 


Fig. 5.—Condition of the muscles and fascie at time of exit of head after a deep perineotomy has 
been made, Note the short perineum, the anus pushed to one side, the intact fascia over the levator ani. 
Partly diagrammatic. a, Fascia over levator 


ani not distracted or torn; b, urogenital seprum not distracted; 
¢, urogenital septum not distracted; d, levator ani pubic portion or “pillar” incised. 


eases, measured by modern standards, may be so classified? Sir J. Y. Simpson, 
said that labor, in the intention of Nature should be normal, but that in a large 
proportion of cases it was not so. If the proportion was large in Simpson’s 
days, during the middle of the last century, it amounts to a majority today. In 
fact, only a small minority of women escape damage during labor, while 4 per 
cent of the babies are killed and a large indeterminable number are more or 
less injured by the direct action of the natural process itself. So frequent are 
these bad effects, that I have often wondered whether Nature did not deliber- 
ately intend women should be used up in the process of reproduction, in a 
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manner analogous to that of the salmon, which dies after spawning? Perhaps 
laceration, prolapse and all the evils soon to be mentioned are, in fact, natural 
to labor and therefore normal, in the same way as the death of the mother 
salmon and the death of the male bee in copulation, are natural and normal. 
If you adopt this view, I have no ground to stand on, but, if you believe that 
a woman after delivery should be as healthy, as well, as anatomically perfect 
as she was before, and that the child should be undamaged, then you will have 
to agree with me that labor is pathogenic, because experience has proved such 
ideal results exceedingly rare. 

What are the factors that render labor so pathogenic? Dangers, immedi- 
ate and remote, threaten both mother and child throughout. 

First, for the mother. Infection is always a threat, even under the most 
ideal conditions. Virulent streptococci inhabit a large percentage of vagina, 
and if the second stage becomes too prolonged, if the bruising of the parts is 
too extensive, if the woman’s resistance is worn down by too much suffering 
or by hemorrhage, they may invade the organism and prove fatal. The death 
may oceur in a fashion that hides the cause from the unobservant accoucheur, 
e. g., a very mild sepsis, or even a single rise in temperature is shown, and, in 
the second week, death occurs from embolism. 

Exhaustion is not infrequent in a second stage that may not be too long 
for a healthy woman, but in one whose nerve reserve is low, exhaustion may 
lead to immediate nervous shock, and later, pronounced neurasthenia. If the 
“twilight sleep’? propaganda taught us anything, it showed the actual value 
of preserving the nervous strength of the parturient. 

Of greatest importance, because of greatest frequency, is the damage to the 
pelvic floor and perineum ; next comes the injury to the vesicovaginal fascia and 
then the lacerations of the cervix and the connective tissue supports of the 
uterus, the so-called uterine ligaments. It is not necessary before this society 
to enumerate the immediate and remote effects of this destruction of tissue. 

The dangers of the second stage of labor to the child are much greater than 
one who has not studied the matter, may think. It may surprise some present 
to know that the following injuries have been caused by the forces of natural, 
spontaneous labor: fracture of the skull; rupture of the tentorium cerebelli; 
intracranial hemorrhage (numerous minute and Jarge ones); retinal hemor- 
rhage, abruptio retinw, dislocation of the lens; facial paralysis; Erb’s paraly- 
sis; rupture of the sternocleidomastoid muscle, already diseased, resulting in 
wry neck; fractures of all the long bones of all the extremities; rupture of the 
cord; tearing of the cord from its abdominal attachment, ete. . 

The most common dangers, however, and therefore the most important 
are asphyxia from abruptio placente or prolonged compression of the brain and 
intracranial hemorrhages. Brothers, of New York, found that 5 per cent of 
children died during labor. Holt and Babbitt, of New York, 4.4 per cent; 
Schultz, 5 per cent and 1.5 per cent in 24 hours from the trauma of labor, 
Kerness, of Munich, found 5.2 per cent and Potter, of Buffalo, had 4 per cent 
fetal mortality. A certain portion of these deaths occurs in natural, unassisted 
labor. Ilow many babies are hurt and damaged in operative delivery cannot 
be determined, but their number is legion, and the same must be said of the 
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effects of natural labor. Any one who has thoughtfully studied the head of 
a child moulded by strong pains through the tight pelvis of a primipara will 
agree that the brain has been exposed to much injury. The long sausage-shaped 
head means that the brain has been dislocated, the overlapping bones indicate 
that the sinuses have been compressed with resulting cerebral congestion; the 
caput succedaneum evidences the pressure to which the brain was subjected. 
If there is a caput on the outside of the skull what of the inside? The punctate 
hemorrhages in the skin confirm the last-mentioned finding; the subconjunctivat 
ecchymoses show us the possibility of hemorrhage in the retina. From outward 
visible evidences, therefore, we can deduce that the brain has suffered distor- 
tion, congestion, edema, compression and hemorrhages, but we need not rely on 
deduction alone. Clinically, if you listen continuously to the fetal heart tones, 
you will be convinced that the child is suffering, and autopsies bring the final 
proof of the above assertions. Neurologists for many years have pointed out 
the connection between epilepsy, idioey, imbecility, cerebral palsies and pro- 
longed hard labors. Observant obstetricians have known this for so long that 
it is an accepted fact. In 1917, Arthur Stein, of New York, reviewed the litera- 
ture on the subject; he studied 5,562 cases in various homes for feeble-minded 
children, and comes to the conclusion given above. Indeed, although the statis- 
tics are meagre, they seem to show that instrumental delivery is safer than 
prolonged, hard, unassisted labor. Stein’s article is well worth reading, as it 
quotes numerous accoucheurs and neurologists of scientific standing who sup- 
port this view. One may well ask himself whether the brief and moderate com- 
pression of the head in a skillfully performed forceps operation, is not less 
dangerous to the integrity of the brain than the prolonged pounding and con- 
gestion it suffers from a hard spontaneous delivery. If a late forceps operation 
is done on a head and a brain already infiltrated with small hemorrhages, the 
results are worse, compounded. 

Anoxemia (anaérosis, the beginning of asphyxia) of the child in the second 
stage is a not uncommon condition, but fortunately most children are born 
before the asphyxia becomes fatal. In the Chicago Lying-in Hospital, hardly a 
month goes by but that one or more infants die from this cause. Either the 
child is stillborn or dies a few minutes after birth, or dies within the week from 
atelectasis. Most so-called blue babies are simply atelectatic. The asphyxia 
may be primary—from separation of the placenta, pressure on the cord, tetanic 
action of the uterus, ete., or it may be secondary to cerebral compression or 
hemorrhage. Its beginning and progress may readily and easily be determined 
by means of the stethoscope, industriously applied during the second. stage. 
Another result of asphyxia in labor is infection of the fetus. In gasping for 
air the child inspires vaginal mucus and later develops pneumonia or intestinal 
sepsis. 

Among the late effects of prolonged labor on the child must be mentioned 
permanent disorders of the special senses, sight and hearing, due to hemor- 
rhages into the nerve endings, the nerve itself, or its nuclei. Fetal deaths and 
all the complications are more frequent in primiparw, as would be expected, 
even if the statistics and the history of primogeniture did not bear out the 
truth of the statement. 
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If we review all these things and if we admit that they oceur even in so- 
called normal labor, we ask ourselves, are we today doing all that our refined 
obstetric art permits, to prevent damage and avoid disease of both mother and 
child? In other words, shall we depart from our old trusty, time-honored 
‘‘watchful expectaney,’’ i. e., waiting for distinct signs of distress on the part 
of the mother or babe before interfering—or should we anticipate these dangers 
and, as a routine, make the first stage of labor less painful and shorter and 
eliminate the second stage by a surgical delivery. 

For the first stage, as stated before, we can do nothing safely except give 
narcotics, recommended in the form of a modified twilight sleep—unless we 
perform Cesarean section. It is surprising to me to receive requests from 
women for this method of saving them from even the pain of this part of labor. 
The most radical apostle of early surgical delivery is Potter, of Buffalo. In all 
cases, as soon as the cervix is fully opened (and oftentimes before), he completes 
the preparation of the soft parts manually and performs podalie version followed 
by immediate extraction. This practice has, and in my judgment, justly, evoked 
a storm of disapproval. In Potter’s hands (perhaps) the operation is safe, 
but in less skillful hands there will undoubtedly be a long train of dead and 
damaged babies, ruptured uteri, and torn soft parts. The same may be said, 
though with considerable less force, to what I recommend for the obstetric 
specialist—the operation of ‘‘ prophylactic forceps.”’ 

The radical interference with the mechanism of the third stage is intended 
to reduce the amount of blood lost, shorten the anesthetie period and diminish 
the danger of infection from retained blood clots, membranes and insufficient 
uterine contraction. 

Now the writer freely admits that this method of treating labor is a revo- 
lutionary departure from time-honored custom and must have really sound 
scientific basis for recommendation. This it has. 

First, it saves the woman the debilitating effects of suffering in the first 
stage and the physical labor or a prolonged second stage, and in the nervous 
inefficient product of modern civilization, this is becoming more frequently 
necessary. The saving of blood already referred to, has much to do with the 
quick and smooth recoveries [ have observed in my eases. In the combination 
with morphine and scopolamine in the first stage, gas or ether in the second 
stage, and operative delivery, we have robbed labor of most of its horrors and 
terrors, and we ought to thus favor the increase of the population. 

Second. It undoubtedly preserves the integrity of the pelvie floor and 
introitus vulve and forestalls uterine prolapse, rupture of the vesicovaginal 
septum and the long train of sequele previously referred to. Virginal condi- 
tions are often restored. 

Third, It saves the babies’ brains from injuries and from the immediate 
and remote effects of prolonged compression. Incision in the soft parts not 
alone allows us to shorten the second stage, it also relieves the pressure on the 
brain and will reduce the amount of idiocy, epilepsy, ete. The easy end speedy 
delivery also prevents asphyxia, both its immediate effects and its remote in- 
fluences on the early life of the infant. 
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There are three objections to the innovation and one is a real one, but it 
will be, let us hope, only temporary. Prophylactic forceps will be made an 
excuse by unskilled, conscienceless accoucheurs, for the hasty termination of 
labor, not in the interests of the mother or babe, but for their own selfish ends. 
[ fear that there are already too many forceps operations, and therefore, I 
hesitated long before L decided to publish this method. But I have always felt 
that we must not bring the ideals of obstetrics down to the level of general, 
the occasional practitioner—we must bring the general practice of obstetries 
up to the level of that of the specialist. Let us trust each man to do honestly 
according to his limitations. For the one, watchful expectancy, for the other, 
prophylactic forceps. 

The other two objections are, the possibility of infection and the dangers 
to the child from an improperly performed forceps delivery, brain injury and 
compression of the cord. If the woman has an evident infection or if there is 
a suspicious leucorrhea, the operation is contraindicated. In clean cases the 
matter of infection should not deter us. We practice a technic as painstaking 
as for laparotomy and have no fear of the results. 

As for the forceps operation, in skillful hands the danger is nil. By means 
of the head stethoscope we are able to recognize danger to the infant from 
asphyxia and since the resistance of the soft parts is gone, there is no com- 
pression on the child’s brain. We should not blame the operation for faults 
made in its performance. 

The results of this new method of treating labor are all that one could wish 
for. As yet, no mother or baby has died; there has been no case of infection 
or cerebral hemorrhage. The babies have thriven, the mothers have not shown 
the exhaustion and anemia of former days. The restoration of the parturient 
canal has been always perfeet—indeed, too nearly perfect. IL have the im- 
pression that involution is quicker and more complete, that retroversion of the 
uterus is rarer, and all in all, the recovery much more rapid and satisfactory 
than with the older treatment. 
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EXTRAPERITONEAL CESAREAN SECTION* 
By Joun A. McGuinn, M.D., M.S., Pa. 


gene had considerable experience in the past twenty years with the 
Sanger and Porro Cesarean section in clean and infected cases, with but 
two maternal deaths, both moribund -eclamptics, it is natural that I should view 
the claims made for the so-called newer operations with a certain degree of 
skepticism. The operation of extraperitoneal Cesarean section, however, is 
not new. It is only a revival of an operation which has been advanced and 
abandoned several times in its century of existence. 

Jorg first advanced the operation in 1807 and was followed by Ritgen 
who operated in his first case in 1521. The operation was not completed ; pro- 
fuse bleeding compelled him to abandon the attempt and resort to the classical 
Cesarean. The child died shortly after birth and the mother died two days 
later from hemorrhage. In 1822 Dr. Physick proposed a similar operation, 
based on anatomic studies, but the operation was never performed. There is 
a record of a similar operation being attempted in’ France in 1823, but this 
also had to be abandoned and the technic changed to the classical operation, 
on account of the difficulties encountered, 


We can understand the crying need of such an operation during the pe- 
riod prior to aseptic surgery, when practically every case of the classical opera- 
tion resulted fatally from infection, and vet the operation was apparently 
abandoned and we hear no more of it until 1870.) In that year Dr. T. G. Thomas 
conceived the idea of extraperitoneal Cesarean section and performed the 
operation on the cadaver. He afterwards performed the operation on a woman 
dying of pneumonia in an effort to save the child which, however, died shortly 
after birth. In 1875 Dr. Skene performed the first successful operation. Other 
operations followed and Thomas was able to report a series of cases with four 
living babies and a maternal mortality of 40 per cent. Nicholson states there 
were reported fourteen such operations with a maternal mortality of 50° per 
cent and a fetal mortality of 42 per cent. In 1892 Thomas disearded the opera- 
tion for the classical Cesarean section with aseptie technic. 

With the advent of aseptic surgery the operation was again practically 
abandoned though Frank continued at work on the problem. He desired to 
perfect an operation which would be safer than the classical Cesarean section 
in the infected case or in the case that had been in labor a lone time. In 1906 
he proposed a transperitoneal operation with the isolation of the general peri- 
toneal cavity by attaching the parictal to the visceral peritoneum. Between 
1892 and 1906 very little mention of the subject is found in the literature, the 
supposition being that the operation was discarded in favor of the classical 
operation with aseptic technic. 

Subsequent to 1906 many Continental surgeons proposed varied technies 
for the true extraperitoneal operation and some modifications of Frank’s trans- 

*Read at the Annual Meeting of the American Gynecological Society, Chicago, May 24-26, 1920. 
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peritoneal method. We find, however, no reference to the subject in British 
or American literature until Tweedy’s paper in 1911 and Nicholson’s masterly 
review in 1914. Although Tweedy’s paper was a clarion call to the British 
surgeons to adopt the operation, | have been unable to find another reference 
in British literature since that date. There is also a paucity of papers in Amer: 
ican literature during the past ten years. The war hardly explains this lack 
of interest as the Continental literature is full of references during the same 
period. 

Recently there has been a reawakening of interest in this subject and we 
hear many discussions of the advantages of the newer operations, which are as 
old as the operation itself. 

Extraperitoneal Cesarean section operations can be divided into two gen- 
eral types. 

a. The true extraperitoneal in which the peritoneal cavity is not invaded 
at any stage of the operation. This operation will be referred to in this dis- 
cussion as the extraperitoneal. 

b. The transperitoneal in which the peritoneal cavity is opened and sub- 
sequently isolated by suturing the parietal and visceral peritoneum and the 
uterus opened in this artificial extraperitoneal space. This operation will be 
referred to in this discussion as the transperitoneal. 

The advantages of the extraperitoneal operation over the classical Cesarean 
section were set forth by Tweedy in a paper published in 1911. Speaking of 
the classical operation he stated; ‘‘I[e (the operator) knows that to obtain 
good results the operation must be performed before or within a comparatively 
short time of the onset of labor; that the membranes should not be ruptured; 
that frequent vaginal examinations introduce an element of danger which may 
act as a positive contraindication to the operation. Above all he knows that 
the wound is liable to imperfect healing. As proof of this one need only point 
to the number of deaths that have occurred from rupture of the uterus in sub- 
sequent pregnancies; to the device of introducing adhesions between the uterine 
and abdominal wounds; and finally to the radical procedure of. sterilization 
which insures against another pregnancy.”’ 

Referring to the advantages of the extraperitoneal operation: ‘‘If it is 
true that the newer operation can be performed safely and becomes easier 
when the woman is far advanced in labor with the membranes ruptured and 
the lower uterine segment greatly thinned out; that the incision through which 
the child is delivered involves such a comparatively unimportant and bloodless 
part of the uterus that its rupture in a subsequent pregnancy would be a matter 
of little significance; that for practical purposes the operation is extraperi- 
toneal; that there is no possibility of the formation of adhesions to cause in- 
testinal obstruction or incarceration of the uterus; that because of a pre-existing 
sepsis suppuration of the uterine wound does not necessarily mean general 
peritonitis, then surely the operation is worthy of greater consideration than 
it has yet received from British surgeons.”’ 

Bb. C. Ilirst (1913) sums up the advantages as follows: 

‘** First —The mortality of an extraperitoneal section should be the minimum 
in both clean and infected cases. 
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**Second.—The uterine wound is in such a position that even if it should 
leak or become infected the result is not necessarily disastrous. 

**Third.—There can be no intraperitoneal adhesions with an abnormally 
high position of the uterus as the least disagreeable consequence. 

** Fourth—The convalescence of the patient is much more comfortable in 
every way. 

**Fifth—The abdominal wound is stronger, less disfiguring, less likely to 
exhibit hernia. 

“Sirth.—lf the uterine wound should burst in a subsequent pregnancy or 
labor, the accident is not so dangerous as if the wound were intraperitoneal.”’ 

Ile goes on to say: ‘‘T am not, however, arguing so much for the adoption 
of the extraperitoneal section in infeeted cases, as for the deliberate selection 
as the best of operations in clean cases.”’ 

Ife also decries the difficulty of the operation as an argument against its 
general adoption and yet in the same year he perfected and advocated a trans- 
peritoneal operation which has not, as fully, the advantages of the extraperi- 
toneal but which is shorn of the difficulties of the latter. 

DeLee states: ‘*Viewed from the most modern viewpoints, the classical 
Cesarean section leaves much to be desired. In the first place, it is not safe 
when infection is present or only suspected, therefore it cannot always be used 
to obviate craniotomy on the living child: second, postoperative intestinal com- 
plications are frequent, and while seldom fatal, are always disturbing; third, 
peritoneal adhesions are often left, causing suffering and trouble later; foyrth, 
the uterine sear may rupture in a subsequent labor; fifth, there is still a mor- 
tality of one to two per cent and higher in just those cases where one would 
like to adopt this method of delivery.’’ 

The disadvantages of the classical Cesarean section may be summarized 
as follows: 

1. In the noneleetive case the maternal mortality is higher than in the 
elective case. The mortality increases with the length of labor prior to oper- 
ation; the rupture of the membranes; the number of vaginal examinations, 
and the attempts at vaginal delivery. The mortality is dependent upon infee- 
tion, frequently peritonitis. 

2. The frequency of rupture of the uterus in the site of the sear in subse- 
quent pregnancies and labors. 

3. The formation of adhesions between the uterine and abdominal wounds. 

4. The unsightly abdominal sear and the possibility of incisional hernia. 

5. Postoperative intestinal complications. 

The advantages of the two types of extraperitoneal operation may be 
summed up as follows: 

1. The peritoneal cavity not being opened or isolated from the field of 
operation, the danger from infection is less and therefore are better operations 
in the infected or supposedly infected cases, 

2. If the uterus ruptures in the site of the incision in subsequent pregnan- 
cies or labors it is an accident of no material consequence. 

3. There is no danger from the formation of peritoneal adhesions. 


4. The sear is not unsightly and the possibility of incisional hernia nil. 
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5. There are no postoperative intestinal complications. 

6. Hemorrhage during the operation is slight. 

First.—In order to debate the first of these disadvantages and advantages it 
will be necessary to discuss briefly the subject of puerperal infection. It will 
not be necessary to discuss sources of infection other than through the birth 
canal. It is accepted that infections of the birth canal are implanted from with- 
out and inerease in frequency with the number of vaginal examinations, the 
length of labor, the rupture of the membranes and attempts at manipulative or 
instrumental delivery. Wound infections of the vagina are not germaine to the 
subject. Infections may also be implanted in the uterus and the usual location 
is in the placental site. When infection gets into the uterus it may travel to 
the peritoneum through the lymphaties, the Fallopian tubes and in the ease 
of Cesarean section through the uterine incision. It may extend into the pelvie 
cellular tissue, the body of the uterus, the pelvie veins, causing a thrombo- 
phlebitis, or into the blood stream causing a bacteriemia. 

It must be admitted that the Singer operation does not in any way com- 
bat infection in the frankly infected or potentially infected case. Further it 
increases the dangers by predisposing to general peritonitis both by the ‘‘spill’’ 
of the amniotie fluid and extension of infection through the uterine incision. 
The Sanger operation, followed by hysterectomy and the extraperitoneal treat- 
ment of the stump, fulfills every need while the infection is still limited to the 
uterus except for the “‘spill’? during the operation. 

To what extent does the extraperitoneal operation meet the indications to 
combat infection? Only in two ways, the ‘‘spill’? from the uterus is extra- 
peritoneal and if the uterine incision becomes infected, there is less danger of 
peritonitis provided the peritoneum has not been torn during operation, an 
accident which has frequently occurred. If infection occurs in the pelvie 
cellular tissue it is not so serious a matter as if it occurred in the peritoneum. 
This is true and vet patients die after pubiotomy from infections in this loeality 
and as a matter of fact statistics show a mortality of 4 to 5 per cent from in- 
fection in the extraperitoneal cases. Some authors lay great stress on the ad- 
vantage of drainage of the uterus through the uterine fistula by packing the 
uterine cavity with iodoform gauze and bringing one end out through the ab- 
dominal incision, Practically what advantage would this have over draining 
down hill instead of up hill by packing the uterus with gauze and bringing 
it out through the cervix? We have all learned how futile such treatment is. 
The extraperitoneal operation does nothing to combat infection if it is lodged 
in the placental site or has extended beyond it to any degree whatsoever. 

The transperitoneal operation is even less efficient. I do not believe there 
is a method of attaching the parietal and visceral peritoneum that will abso- 
lutely prevent leakage of the ‘‘spill’’ into the peritoneal cavity. Again there 
is always the possibility that the attached peritoneum will be torn apart during 
the delivery of the child and the peritoneal cavity exposed. This has actually 
occurred in every case that | have witnessed, the intestines being seen in the 
upper angle of the incision. I feel sure that with proper technic the peritoneal 
‘avity can be as effectually protected in the Singer operation as in this opera- 
tion. 
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If after delivery of the child the two layers of peritoneum are separated 
and attached to their position, there is little added protection against the 
spread of infection through the uterine incision other than that given by an in- 
fected peritoneum covering a more or less traumatized area of the uterus, for 
the peritoneum must be infected by the discharges passing over it and the 
uterus must be traumatized when its covering is detached. 

If the ‘‘spill’’ from the uterus and infection of the incision were the only 
dangers to be met in the delayed or handled ease then the extraperitoneal 
operations would practically solve every difficulty. They have no place in 
the frankly infected case any more than the Siinger operation has. When we 
elect the operation in the potentially infected case we are simply gambling on 
the presence and extent of infection. 

Cragin in discussing the relative value of the two operations says: ‘‘That 
the classical operation of Siinger is a better operation in clean cases and that 
in infected cases the superiority of the extraperitoneal Cesarean section over 
the Sanger incision followed by hysterectomy after the removal of the child 
is still to be proved. Both the maternal and the fetal mortality of the Singer 
Cesarean section at the Sloane Hospital are lower than those of the extra- 
peritoneal Cesarean section as reported from Germany, hence the author feels 
justified in preferring the former.’’ 

Williams states: ‘‘As neither of these operations are available for use in 
infected patients, are more difficult to perform, and do not give better re- 
sults than the classical Cesarean section, it is questionable whether they will 
permanently displace it after the novelty attending their employment has dis- 
appeared.”’ 

Second.—Sufficient cases of rupture of the uterus at the site of the uterine 
sear have been reported to make this a vital subject. To say, however, that if 
the rupture occurs in the lower uterine segment instead of the body of the uterus 
is an accident of no material consequence is a doubtful statement and not based 
on observed facts. The usual site of rupture of the uterus is in the lower uterine 
segment, just where the incision of the uterus is made in the transperitoneal 
section. In Lobenstine’s thirty-seven cascs of uterine rupture the mortality was 
70 per cent. In Eversham’s 140 cases the mortality was 45.8 per cent and in 
Scipiades’ 97 cases it was 65.8 per cent. Why should rupture of the uterus in 
the lower uterine segment after Cesarean section show a smaller mortality than 
rupture at the same site without Cesarean and how in the light of these mor- 
talities can it be regarded as an accident of no material consequence? As a mat- 
ter of fact rupture of the uterus is an exceedingly dangerous condition no matter 
when, where, or how it occurs and no statement not backed by facts can prove 
it otherwise. It is yet to be proved that rupture of the uterus is less frequent 
after the transperitoneal operation than after the Singer. Theoretically it 
should be more frequent. 

Third.—There is no danger from the formation of peritoneal adhesions. 

The formation of peritoneal adhesions in the Sanger operation is an un- 
questioned disadvantage of the method. This disadvantage is entirely eliminated 
in the extraperitoneal operation and practically entirely so in the transperitoneal. 
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Fourth.—The sear is not unsightly and the possibility of incisional hernia 
nil. This cannot be denied in the extraperitoneal operation when the Pfan- 
nenstiel or inguinal transverse incisions are used. Where the median or vertical 
lateral incision is used there is, of course, no difference between them and the 
ordinary incision for the Singer operation. 

Fifth.—There are no postoperative intestinal complications. There is no 
question that in the extraperitoneal operation peritoneal insult is avoided and 
there is no danger of intestinal complications other than might follow a normal 
labor. In the transperitoneal operation, however, while the danger is less than 
after the Sanger operation it is not entirely eliminated. 

Sirth.—Wemorrhage during the operation is slight. 

This may be true and many authors lay stress on this point, but it is not 
in accord with my observation or experience, Again many authors contravert 
this statement, giving hemorrhage as one of the disadvantages of the extraperi- 
toneal operations. The operations which I have seen in this region have been 
bloody. During the war I had considerable experience wth gun-shot injuries 
in the prevesical space and | found bleeding not only profuse but difficult to 
control. If complete hemostasis is not obtained infeetion is likely to follow in 
the deep cellular tissue. IT recall one case of infection following injury in this 
region with death resulting from peritonitis when autopsy showed absolutely no 
injury to the peritoneum. 

In the transperitoneal operation while bleeding may not be more profuse 
than in a Singer operation it is at times certainly more difficult to control. I 
recall seeing such an operation performed by one of our most skilled obstetric 
surgeons where the bleeding so obscured the field of operation that it took him 
ninety minutes to complete the operation while his average time for a Singer 
or Porro operation is twenty minutes. 

While the extraperitoneal operations have certain admitted points of su- 
periority they also have certain disadvantages. 

First.—The extraperitoneal operation is unquestionably more difficult and 
time-consuming than the classical Cesarean. Some authors hold that this is 
not a just argument against the general adoption of the operation. They main- 
tain that the surgeon should master the technic and he should not allow the 
difficulties of the procedure to prevent his performing an operation so vastly 
superior to the classical section. Logically these advocates should all perform 
the Diihrssen-Sohn’s operation, which, while the most difficult, is at the same 
time most truly extraperitoneal. The difficulty of the operation is a disadvan- 
tage. Skill can only be acquired on the living subject and the American surgeon 
hesitates to acquire skill at the price of the life of his patient. We see all 
through the history of the operation the tendency towards the simplification 
of technic and of late the advocacy of the less scientific but easier transperi- 
toneal operation. 

Second.—On account of the time it takes to perform it is not applicable in 
the rare case when speed is necessary to save the child. 

Third. —tThere is danger of injury to the bladder and ureter. This acci- 
dent has been referred to frequently in the literature. 

Fourth.—It is not applicable in cases of placenta previa. 

Fifth—lIt has no place in the frankly infected ease. 
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Sicth—lIn clean cases where a positive indication for section exists it is 
not possible to repeat the same operation (extraperitoneal) in the majority of 
cases. 

Seventh.—Mortality and morbidity of the operation. Latzko collected 150 
cases with a general mortality of 7.3 per cent and a mortality from infection of 
5.4 per cent. In Jeanin’s 148 cases the general mortality was 7.45 per cent, 
while the mortality from infection was 3.04 per cent. In Lewis’ 102 cases the 
maternal mortality was 8.8 per cent. In Latzko’s and Jeanin’s combined eases 
the morbidity was 30.7 per cent of which 25 per cent were due to infection. 

In discussing this operation it is interesting to go back a few years and 
read what standard textbooks of obstetrics said of it. 

Dorland in 1901 makes no mention of it. 

Webster in 1903—‘‘It should have no place in obstetric surgery at the 
present time.’’ 

Norris in 1903 gives nine lines to the subject. ‘‘The necessity for laparo- 
elytrotomy can scarcely be said to exist.’’ 

Hirst in 1899, speaks of laparo-elytrotomy as an operation that is no longer 
justifiable. 

What is the status of the operation at the present time? 

Theoretically in clean cases the extraperitoneal operation is the ideal opera- 
tion, but its disadvantages overshadow its advantages. The transperitoneal 
operation is superior to the classical Cesarean section for the reason that the 
resulting adhesions are in a situation less likely to give trouble. The Beck 
operation is superior to the transperitoneal operation, as it has all the advantages 
of the former and none of its difficulties. 

In the frankly infected cases the operations are contraindicated. 

In the suspected cases the operations have a place. It is to be remembered 
that they only protect the peritoneum against infection from the spill of the 
amniotic fluid and extension of infection through the uterine incision. When 
they are selected instead of the Singer incision followed by hysterectomy we are 
simply gambling with the extent and distribution of the infection. It must 
also be remembered in this connection that all cases of peritonitis following 
Cesarean section are not uterine in origin. 

My own feeling is that the Beck operation with thorough protection of the 
peritoneal cavity and perfect peritonealization of the uterine incision is superior 
to the transperitoneal operation as a routine procedure. While theoretically it 
is not as efficient as the extraperitoneal method, practically, on account of the 
many disadvantages of the latter, it is the better operation. 

In conelusion: The operation is over a century old. The same discussions 
that we are hearing now were heard in 1807, in 1827, in 1870, in 1906 and in 
1913. There has hardly been a new thought advanced, pro or con, except vari- 
ations in technic. The operation has never been generally accepted and it never 
will be. While it has many advantages they are overshadowed by its disad- 
vantages. 

It is a laudable object to perfect technic to reduce mortality, but our real 
problem is to so raise the standard of obstetric knowledge and practice as to 
make the operation unnecessary. 


113 SoutH TWENTIETH STREET. 


CRANIAL AND INTRACRANIAL BIRTH INJURIES* 
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M*** are engaged in a movement which has for its object prenatal care. 
Maternity centers have been established in the larger cities and they are 
popular for their motive appeals to all classes. The basis of their work is a 
two-fold desire, the protection of the mother during her pregnaney and labor and 
the assurance that a healthy and normal child will be brought into the world. 

If the report of the Ilealth Department! for the week ending Mareh 20, 1920 
is examined, it will be found that of the total number of those born—living and 
stillbirths—there were 3.7 per cent born dead and of those living 3.8 per cent died 
within the first month. These figures combined, compare closely with the figures 
from the Johns Hopkins clinie? which show 7 per cent of infant deaths in 10,000 
labors and with the Sloane Maternity’ of 7.2 per cent in the same number of 
cases. The latter figures in both instances being compiled from the infant deaths 
from the seventh month of gestation to fourteen days after delivery. 

In a series of 14,468 births, with a stillbirth rate of 3.6 per cent, J. C. Edgar* 
found that of the 541 cases in whieh the cause could be determined 110 or 32 
per cent had obstructed or protracted labor. MeQuarrie’ in a small series found 
that the stillbirths were due in 37! per cent of the cases to trauma. 

In this paper | propose to call attention to the fact that a considerable 
proportion of stillbirths and early deaths are due to injury to the head of the 
infant and to suggest that in a few instances the lesions lend themselves to 
treatment that might lessen in some degree the early death rate and lower the 
morbidity in those infants that now survive. 

Several of the earliest obstetricians recognized the significance of cranial 
injuries as a cause of stillbirth. Marceau in 1695 and Smellie in 1752 and 
Litzman in the latter part of the nineteenth century reported cases of depres- 
sion and fracture of the skull in the parietal region. Rosinski,® in 1893, tabu- 
lated all the cases that he could find in the literature, which proved to be 38; 
and he added 5 cases of his own to the discussion of this subject. 

As early as 1837 Evory Kennedy* called attention to the brain lesions, es- 
pecially edema and hemorrhages, occurring in certain newborn and very young 
infants; and about 1851, Weber? and in 1853 Iecker® 


meningeal and cortical injuries occurring at birth. 


described in detail the 


That some of these bleeding cases survived and suffered from the effects 
later in life was first made clear by Little.” In 1861 he read a paper before 
the London Obstetrical Society entitled: On the Influence of Abnormal Parturi- 
tion, Difficult, Labors, Premature Birth and Asphycia Neonatorum on the 
Mental and Physical Condition of the Child Especially in Relation to De- 
formities. The full title of the paper is cited because it shows the manner of 


*Read at a meeting of the New York Obstetrical Society, April 13, 1920. 


CRANIAL AND INTRACRANIAL BIRTH INJURIES 53 


his explanations for the paraplegias and idiocy and other brain symptoms oce- 
curring later in childhood. He gives the birth history in some 50 cases and 
states that added to 200 cases that had applied at his hospital for orthopedic 
treatment there were a great many in idiot asylums over which he had no control. 
He found that some of the infants had been born by the breech, some were pre- 
mature, and in others it had been difficult to start respirations. He laid great 
stress on the fact that asphyxia would considerably increase the pressure in the 
cortical veins and he believed sufficient to rupture them especially in the pre- 
mature. Correlated with the autopsy findings that he mentioned in his paper, 
he entirely established the connection between brain hemorrhage at birth and in- 
fantile spinal paralysis, now often called Little’s disease. 

In 1885 Sara J. MeNutt"! collected 10 cases of autopsies on infants dying 
within 5 days of birth and with the obstetric history showed that intracranial 
hemorrhage was a considerable factor in producing mortality in the first days 
of life. Her contribution is very important for the following reasons: — It 
establishea in a group of eases the pathologic picture and from the point of 
etiology completes Little’s paper. Evidence was produced that delivery by the 
breech might be accompanied by bleeding over the vertex as it occurred in three 
of her cases. Finally, the collection of such a group now assumes importance 
for in each of these ten cases time enough existed between birth and death 
for surgical intervention to have taken place and perhaps offers evidence to 
us some thirty-five vears later, that we must move in that direction. 

In 1892, Herbert Spencer’? found in 130 autopsies in the newborn, 53. or 
40.7 per cent had cerebral hemorrhage. Archibald'* in 1909 found 43 per cent 
of 74 cases with intermeningeal hemorrhage. Warwick'! in 1919 showed 50 per 
eent of hemorrhages in 36 deaths in infants stillborn or dying early; and our 
own series shows 40 per cent in 100 cases in which the skull was opened. 

Assuming that the literature offers proof that cerebral injuries are not 
infrequent, we may turn to those papers which deal with treatment. 

Kerr’? mentions the report of Boissard of a case trephined in 1877. This 
is the first decompression operation on the newborn. It was performed for 
fracture of the parietal bone with intracranial pressure sypmtoms, and it was 
SUCCESS. 

In 1901, Kerr’ suggested a method of treatment for the spoon-shaped 
depressions occurring in the frontal and parietal regions. The skull was 
squeezed in the longitudinal direction, thus increasing it in the lateral di- 
mension and perhaps at the same time producing more pressure within. He 
mentions three successes by this method. As a surgical procedure it is illogi- 
eal, for the danger from such an injury is intracranial pressure and hemor- 
rhage, and the depression may be accompanied by fracture—conditions that 
would not be helped by further increase of pressure within the skull. 

Cushing'® in 1905, advocated the adoption of the same principles of treat- 
ment in the cerebral bleeding of the newborn that are made use of in the adult. 
Ile reported four eases with definite symptoms in which he decompressed the 
skull by a large osteoplastic flap, which was turned back in the parietal region. 
Two of the cases recovered and two died. The history of these babies together 


with the two autopsy reports forms a foundation for future work in this subject. 
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Tweedy** in 1908, advised the treatment which was in vogue in the Dublin 
Maternity for the depressions occurring about the coronal suture. Apparently 
his advice is meant to apply only to those depressions which occur without im- 
mediate symptoms of intracranial pressure. Ile makes an incision over the dent 
and boring through the bone with the end of a vulsellum forceps, inserts the 
sharp end under the bone and pulls it up, thus reinverting it. Kosmak*’ has 
recently devised an instrument for use in this procedure. 


ANATOMIC AND OBSTETRIC CONSIDERATIONS 


Little made it clear that some of the children showing lesions attributed to 
injuries at birth were breech presentations, and that there were other factors 
beside head pressure in difficult labors. Ile pointed out that vessels in the 
cortex and other parts of the body are especially fragile and quoted Weber and 
liecker as testifying to the frequeney of minute hemorrhages in other organs 
besides the brain in stillborn infants. The congestion from asphyxia alone he 
believed was enough to rupture cortical vessels in full term children. 

It is a fact noted by many that these stillbirths have hemorrhages in other 
viscera. Neglecting the explanation of congestion, Green’? and also Warwick 
stated their belief that these cases represented deaths from a condition identical 
with that known in the first week as ‘‘hemorrhage of the newborn.’’ This 
explanation is not in accord with our theories concerning the disease and it 
seems a little far-fetched, when in nearly all of these cases there is an asphyxia 
that dams back the blood in the veins and increases the pressure to an extent 
that would produce exudation. 

Cushing agrees with Little that asphyxia neonatorum may lead to rupture 
of the cerebral vessels, just as it sometimes occurs in asphyxia from the spasms 
of whooping cough. MeNutt’s three breech cases with cerebral hemorrhage had 
the extravasation only over the vertex. While this is a significant fact as re- 
gards asphyxia, of course it is not conclusive, for the bleeding in this position 
might be due to concussion from the contact of the head with the pelvie bones 
in rapid withdrawal. 

In hemorrhages occurring in the small and premature, we must reeall that 
the cranial bones are poorly developed and that there are wide gaps at the 
suture lines. On first thought it would seem that there was little probability 
of cortical hemorrhage, for the cavity is more distensible; however with these 
bones loosely joined they are more easily made to overlap and thus eut the 
veins leading to the longitudinal or lateral sinuses, or even to injure the sinuses 
themselves. Virchow first pointed out that the veins of the cortex have little 
support as they enter the sinuses. Cushing also dilates on this anatomie condi- 
tion. If these veins are unprotected for even a minute distance as they empty 
their current into the larger channels, it is evident that they may very easily 
be ruptured by marked moulding of the head. 

In cases where the pelvis is flattened, the symphysis being 5 em. deep in 
front and the sacrum 12 em. in the back, the head cannot advance uniformly 
through the cavity. Usually the anterior parietal advances while the posterior 
bone is retarded. As a consequence the: lower anterior bone moulds over the 
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one on the opposite side that is engaged against the sacrum. If the posterior 
bone advances first, the moulding becomes extreme. Edgar’ says: ‘‘Presenta- 
tion by the posterior parietal bone is serious because the head is wedged on the 
symphysis pubis. * * * Great pressure is exerted on the posterior bone 
by the sacrum, causing a depression in the bone. Sometimes this depression is 
spoon-shaped. It is quite likely that the brain has been injured.’’ (Fig. 1.) 

The sharp edges of the bones undercut the vein tendrils as they enter the 
sinus on the opposite side of the.midline. Such a hemorrhage would be sub- 
dural, but might by dissection become subarachnoidal and circulate with the 
cerebrospinal fluid over the medulla and into the cord. As so many of the 
autopsies show blood in these places, it seems probable that this accident due 
to synclitism and moulding, in a flat pelvis, is not infrequent. 

Fracture of the skull producing hemorrhage usually means the rupture 


Fig. 1.—Synclitism with overlapping of the parietal bones. Apt to occur in flat pelves and may 
lead to rupture of the cortical veins as they enter the longitudinal sinus. (From Bumm, Grundriss zum 
Studium der Geburtshilfe.) 


of a meningeal vessel. This condition seems to be rare. perhaps because of 
the loose attachment of the dura to the bone in the newborn. Poor application 
of the forceps or brutal force are the two conditions that might give rise to a 
erushing lesion such as is pictured by Rosinski. Of course, the close locking 
of the blades and traction against an obstacle would cause the parietal bones 
to overlap and the hemorrhage might be produced as outlined above. 

The bleeding from the surface of the cortex is often held beneath the pia 
and may produce considerable damage even when it is of slight extent, if it is 
located near the cortical centers. (Figs. 2 and 3.) 

Hlemorrhage into the ventricles may occur from rupture of the chorioid 
plexus. It occasionally occurs without bleeding elsewhere in the brain. — It 
was present in one of our cases, where the delivery was by Cesarean section, and 
Osler found it in a ease of an unborn child of a woman dead from typhoid. 
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In Spencer’s series there were 15 children delivered by the forceps. Of 
12 that were alive when the forceps were applied, there were 11 that had inter- 


meningeal hemorrhage and one with intercerebral bleeding. Twenty of his 
a3 cases were delivered by breech extraction, and there were 13 that were 
normal vertex presentations. 
Pacchionian 
Subdural Parasinoidal 
S. Sagittalis 
TA / Sup. 
ura mater 
Arachnoid. 
Pia mater. 
Sub. arachnoid 
space. 
Fig. 2.—To show the subarachnoid space where the bleeding often occurs (From J. Ryland Whitaker: 


Anatomy of the Brain and Spinal Cord.) 
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Fig. 3.—To show the relationship of the arachnoid at the base of the brain and to indicate the loca- 
tion where considerable blood may collect beneath the tentorium. (From J. Ryland Whitaker: Anatomy 
of the Brain and Spinal Cord.) 


Margaret Warwick's series of 18 cases from the University of Minnesota 
Hospital are very accurately deseribed. They are particularly interesting be- 


cause 16 were born alive and of these, 12 were normal births with spontaneous 
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TABLE I 
CLASSIFICATION OF FortTy CASES OF CEREBRAL HEMORRHAGE 


AUTOPSIES FROM THE MANHATTAN MATERNITY HOSPITAL 


FORCEPS DELIVERIES 


AGE. AT| HEMORRHAGE IN | ASPHYX- 


DEATH | VISCERA | IA | NOTES 
iCerebral yes |Median 
| Diffuse Liver, lungs | yes High 
|Diffuse over cortex and in | 
Vent. | yes |High 
Diffuse over cortex Punctate lungs, 
\Over temporal region lungs, heart, kidny,| yes 
36 hrs. |Over vert. Occip. and viscera, punctate yes 
| frontal 
|Diffuse in pia; marked thymus, heart, lung| 
| over cerebellum 
5 days |Extra and subdural and \High 
| cerebellar 
|Dural right side yes |Median 
BREECH DELIVERIES 
iDiffuse Marked oceip, lobe)... yes 
Dittuse over entire Cortex) yes 
\Diffuse meningeal lungs, thymus | yes 
Over temp. Tones | ves Premature 
\Multiple base and in pia jviscera yes 
Occipital region viscera | yes 
(Diffuse in pia yes Version 
cerebral multiple | yes Version 
| 14 hrs. |Epidural over parietal. 
| Diffuse in parietal lobe |viseera | Version 
NORMAL DELIVERIES 
20 min. | Diffuse over cortex Punetate viscera |Dry labor 
Diffuse cerebral Punctate lungs yes | 
1 day (|Diffuse in pia heart, thymus |Premature 
Diffuse cerebral lung, thymus yes 
Diffuse, rupt. long. sinus |lungs, liver, ete. Macerated 
|Diffuse, espee. right pari-|....... 
| | etal | 
Meninges and ventricles Syphilis 
Lateral ventricle Punctate viscera yes |Dry labor 
days |Dilfuse over occip., and both Jungs | |Precipitate 
parictal | 
36 hrs. |Ditfuse. Thrombosis sin-jin mucous memb, 
uses 
Diffuse, pia-arachnoid viscera | yes | 
3 days |Diffuse, espee. over pari-) punctate lungs 
etal 
Diffuse, espec. occip. re | 
gion yes | 
Diffuse pia-arachnoid lungs, liver yes | 
3 hrs. |Diffuse pla-arachnoid  es-lungs, thymus | 


pec. over r. oceip, pari 
etal 


CESAREAN SECTION 
lateral ventricles yes 
DELIVERY NOT KNOWN 
\Hemorrhage in cerebellum punctate lungs” 
\Diffuse parietal viscera ves 


= 
i 
| 
| 
|_| 
fon * 
74 
78 ‘ 
99 | 
134 
192 
93 
141 
151 
64. 
Ss * 
101 | 
137 
igs 
158 | 
17] 
175 | 
196 
191 
181 
200 
223 
215 
234 
236 
66 bad | 
231 


58 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


establishment of respiration. There was only one infant delivered by forceps. 
Six of the hemorrhages were over one hemisphere. This finding upholds Cush- 
ing’s belief that the hemorrhage is frequently limited to one side. There were 
7 cases with the bleeding over the cerebrum and cerebellum and one ease had, 
in addition, bleeding into the ventricles. There were two cases that had only 
dural bleeding and 2 with bleeding into the ventricles only. 

In reviewing the Manhattan Maternity autopsy records in the last 185 
autopsies, there were 100 in which the skull was opened and definite mention 
made of the findings. Of the 85 in which the head was not opened, 35 were so 
macerated or poorly preserved that it was deemed futile to proceed, and of the 
remainder it was apparently considered unnecessary to examine the brain be- 
cause of such gross abnormalities found in other organs. 


In 100 cases, dating from 1914, there were 40 eases with cerebral hemor- 
rhage. There were but 10 that were not stillborn. One ease lived 20 minutes, 
one 30 minutes, one three hours, and the others from 14 hours to 4 days. It is 
of note that of the babies that lived only 2 were forceps deliveries. Two were 
premature and 5 were normal births. In the entire series 9 were forceps, 11 
were breech extractions, five of these being preceded by version; one was a 
Cesarean and 17 were normal deliveries. There were 2 cases in which the 
histories could not be found. 


The hemorrhage in 18 cases was described as diffuse, and I think in most 
instances this meant over the cerebrum; 11 were noted as being especially 
marked under one bone; 2 were diffuse and in the ventricles, 2 were in the 
ventricles alone; 1 was a diffuse meningeal hemorrhage with thrombosis of the 
sinus; 2 were in the cerebellum; 2 were in the pia and 2 were in the dura. 


A REPORT OF FIVE RECENT CASES OF CRANIAL AND INTRACRANIAL INJURY 


Case 1.—Female child of B. K., born on the Bellevue service Oct. 5, 1919. 
The mother had a flat pelvis and had been in labor two days when brought to 
the hospital. Forceps had been applied to the floating head. A version and 
breech extraction was performed and the operator was assisted by the house- 
surgeon pushing the head into the pelvis from above. The delivery proved to 
be remarkably easy and the child passed through the pelvis with great rapidity. 
On delivery a marked depression, of the spoon-shaped variety, was present in 
the left parietal bone, a little in front of and above the eminence. There were 
no signs of intracranial injury. As this depression was almost over the center 
of the Rolandice area, where scarring or injury would almost certainly be fol- 
lowed by paralysis, it was decided to elevate the bone. Eight hours after de- 
livery an incision was made for a distance of 5 em. directly over the dent, and 
the pericranium was incised. With the sharp end of a vulsellum forceps, by a 
drilling action a hole was bored in the bone. There was some compression of 
the cranial contents, for the dura was in close contact with the bone and it was 
punctured. Clear fluid came out under pressure. The hook was inserted under 
the bone and on lifting, the bone assumed its normal shape at once with a 
spring-like action. The pericranium was repaired with catgut and the skin 
with silkworm-gut. The baby showed no reaction and was normal until the 
fifth day when the skin wound broke down. The resulting wound was washed 
out daily and became at once a clean granulating surface. About this time 
a series of infections occurred in the nursery and later caused the death of a 
number of infants from a specific organism—the Streptococcus hemolyticus. On 
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the eleventh day, when the wound was nearly healed, the baby had a rise of 
temperature and died on the fourteenth day after delivery. On the day of its 
death a blood culture showed the organism mentioned. (Fig. 4.) 


Case 2.—Infant of N. B., born on the Bellevue service Oct. 18, 1919. The 
baby presented in left occiput posterior position and was delivered by foreeps 
using the Scanzoni procedure. As the head reached the outlet there was some 
difficulty in securing rotation. On delivery the left frontal bone had a spoon- 
shaped depression. Although there were no signs of intracranial injury the de- 
pression was raised by the method of Tweedy as deseribed above. The wound 
healed by primary intention and the child gained weight in the usual manner. 
It was discharged with its mother on the tenth day. 


Fig. 4.—Spoon-shaped depression in the left Fig. 5.—Spoon-shaped depression of the left fron- 
parietal bone produced by contact of the promon- tal bone produced by contact with the spine of the 
tory of the sacrum with the after-coming head in ischium in instrumental rotation of a head deep on 
breech delivery. (Drawing.) the pelvis. (Drawing.) 


As to the seriousness of spoon-shaped and other dents of the skull, the only 
available statistics except for occasional cases are those of Schroeder. In 65 
cases 54 per cent were stillborn, 15 per cent died and 50 per cent remained alive. 
In cases of meningeal injury the symptoms, being mainly those of increased pres- 
sure, are frequently delayed and in some instances do not appear until the second 
or third day. Case 4 will serve to illustrate this point. (Fig. 5.) 

Case 3.—Intraeranial injury. Male child of J. M., born on the Manhattan 
Maternity service March 1, 1920. Weight at birth 9 pounds 8 ounces. Forceps 
were applied for an anterior position of the occiput well engaged in the pelvis. 
The procedure was difficult, and even after the birth of the head the shoulder de- 
livery was delayed and considerable traction was made on the neck of the child. 
Respirations were started by the Prochonik method of resuscitation. The child’s 
face became swollen on the right side but the infant was sent to the ward without 
evidence of any other injury. In the morning some 12 hours later, it was found 
that there was a right facial and a right arm paralysis. The baby did not ery 
and could not be made to ery although its respirations were normal. It could 
not swallow or nurse and fluid placed in its throat with a dropper returned at 
once through the mouth. There was marked tension in the fontanelle. There 
was a slight groove-shaped depression on the posterior part of the left parietal 
bone above the eminence. 
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While at first glance it seemed that the child had a peripheral facial paraly- 
sis and an Erb’s arm palsy, the above symptoms indicated that there was decided 
intracranial pressure. On close observation it was seen that the eye of the child 
remained closed and although there was some swelling of the upper part of the 
face it seemed as if this paralysis was due to a cortical lesion. The reflexes of the 
arm were not only present, but they were exaggerated. This was markedly 
so of the supinator reflex. The legs were not affected so far as could be de- 
termined, 

The case was seen in consultation with Dr. A. M. Wright and he verified 
the above findings. He stated his belief that the skull should be opened to 


Fig. 6.—Operative site, after healing. 


relieve the symptoms of intracranial pressure, and he felt that the focal symp- 
toms present pointed to a hemorrhage in the middle of the left Rolandie area. 

The cranium was opened by a large osteoplastic flap of the left parietal 
bone. The depression in the bone was disregarded and the angle of the Ro- 
Jandic¢ area was laid out by folding a paper to 671° and marked on the shaved 
skull. Hemorrhage was controlled by a catheter tied around the head just 
above the eyes. In making the incision into the bone the knife entered the 
coronal suture and punctured the dura. Great difficulty was encountered in 
cutting the bone with scissors, as the blades would separate. After a con- 
siderable opening had been made the bone was lifted and the remainder of the 
bone incision was comparatively easy. In about the center of the dura, then 
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exposed, there was a dark area. The dura was incised and at once there was 
a decided hernia of the brain, the cortex rising well above the bone. About 
the middle of the exposed area and as far as could be judged at the center of 
the fissure of Rolando there was a clot about 2 by 3 em. lying directly over 
the cortex. This was washed with warm saline. The question arose as to the 
necessity for decompressing the opposite side in order to reduce the hernia. 
Irrigation with the warm salt solution and the equalization of the pressure 
gradually caused the brain to recede somewhat. The dura could not be united 
so the entire flap was replaced and the skin and pericranium were brought 
into apposition with many silkworm-gut stitches. The posterior and upper 


Fig. 7 Twenty-five days after operation. Note the raised area in the skull, the facial 
remaining and the typical arm position, 


paralysis still 
portion of the flap was well above the level of the rest of the bone. The in- 
fant had only a small amount of ether by the drop method. 

The child was fed by gavage, and after a few days the greater part of the 
facial paralysis cleared, he cried normally, and was able to nurse. Gradually 
some motion and strength was evidenced in the flexor group of muscles of the 
forearm, which later became spastic. The child lost over a pound in weight 
during the first days, but gradually gained a little. The wound healed by 
primary intention except for one stitch from which a little clear serum exuded 
on the tenth day. This healed promptly. (Fig. 6.) 
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The picture presented (Fig. 7) was taken on the twenty-fifth day after 
operation, At discharge on the thirtieth day, the upper arm showed a typical 
paralysis of the Erb type with all reflexes absent. On crying, the drooping 
of the right angle of the mouth showed that the facial paralysis had not entirely 
cleared, 

The weight of the child was stationary at 8 pounds, 5 ounces, and it was 
necessary to put it on a formula, as the mother had but little milk. 

There was a hard sear-like induration in the sternomastoid muscle of the 
left side. This induration was first apparent about 20 days after birth. The 
child will be followed carefully to watch its development. (Figs. 6 and 7.) 


Case 4.—Illustrating spoon-shaped depression with fracture and intra- 
cranial injury. Infant MeC., born at the Manhattan Maternity, February, 
1920. This case was delivered by the forceps for an occiput posterior position. 
At birth there was some flattening of the right parietal bone, but this was ob- 
secured within an hour by a well marked pericranial hemorrhage of the type 
known as cephalhematoma. The baby had a sighing type of respiration and 
could not swallow or nurse. On the second day it had tense fontanelle and a 
peculiar weak ery, which is common with cerebral irritation. There were no 
localizing paralysis, but on the fourth day it developed convulsions and died 
on the following day. Autopsy showed a fracture beneath the spoon-shaped 
dent with rupture of a small branch of the middle meningeal. There was also 
subarachnoidal bleeding and some blood beneath the tentorium. 

This case is very interesting, for if it had been operated by the method of 
Tweedy, as were the first two cases in this series, it would not have been helped. 
Ifere it was evidently necessary to decompress the skull to relieve the pressure. 
This case antedated Case 3 in which the decompression was done, and the 
study of its history and autopsy findings opened our minds to the necessity 
for action, 

Case 5.—Infant MecA., stillborn on the Manhattan service March 14, 1920. 
The head advanced to midpelvis in a right posterior position and then foreeps 
were applied. At birth the child did not breathe, but the heart beat strongly 
for 20 minutes. The usual methods of resuscitation were not successful in start- 
ing respirations. On autopsy there was found a hemorrhage within the dura 
of considerable extent that had found its way over the temporal and posterior 
fossew, and some blood was also found on the right side and beneath the tento- 
rium cerebelli. There was no subarachnoidal or cortical hemorrhage. 

This case is cited because it is so typical of forceps trauma and gives rise 
to speculation as to the advantages to be gained from rapid decompression 
through the coronal suture line while respiratory efforts are continued by 
means of mechanical apparatus. 

SUMMARY AND CONCLUSION 

The results from decompression operations of the large osteoplastie flap 
type are not good. Cushing®* operated nine cases with but four successes. 
With the exception of our case all other eases have been fatal. Taylor?’ re- 
ported 2; Seitz** 1 (2); 2 by F. T. Murphy* and one each by Ballock?* and Hub- 
bard.** There are, however, four successful cases of decompression by another 
method. Simmons described a method patterned after that used by Boissard 
for lifting the bone in dents about the coronal suture. The coronal suture 
line is incised one and one-half inches from the midline and the dura opened 
for °, of an inch and a rubber tissue drain inserted. Two such operations 


were done by Simmons,** one by F. T. Murphy and one by Green.2’ There 
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are no others recorded. There are two theoretical disadvantages: The open- 
ing of the suture line is apt to be accompanied by hemorrhage and injury to 
the brain substance, for the dura is intimately connected with the bone at this 
location. The drainage is not apt to be good, for the bones close together and 
effectually stop the opening. A subtemporal opening would seem to have the 
same advantages here as exist in the openings in older children. The Tweedy 
procedure without lifting a button of bone to ascertain what injury lies beneath 
is a makeshift as our Case 4 would demonstrate. 

There is a large field for investigation and constructive work in the care 
of the newborn presenting meningeal symptoms. Before anything may be 
done for the stillborn child with the pulsating heart, a great deal of educational 
work must intervene. However, it seems that (as Meare and Taylor indi- 
cated) any method of resuscitation that notably increases the pressure in the 
cerebral veins, and those are the very methods that most of us use, should be 
discontinued. Mechanical respiratory apparatus, which we can trust to deliver 
air and withdraw the carbon dioxide, must be developed. 
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22 East SIXTY-FIGHTIL STREET. 


Society Transactions 


AMERICAN GYNECOLOGICAL SOCIETY. FORTY-FIFTILT ANNUAL 
MEETING HELD IN CHICAGO, ILL, MAY 24, 25 and 26, 1920 


Tue Presipent, Dr. Ropert L. Dickinson, oF New YorK, IN THE CHAIR. 


Dre. Eowarp P. Davis, of Philadelphia, read a paper on Analgesia and Anes- 
thesia in Labor. 

Dr. Davis said that the commercial exploitation of so-called ‘‘twilight sleep’? first 
drew the attention of the public to this subject. When the true value of this method was 
appreciated and it was relegated to its proper place in obstetrics the attention of the pro- 
fession was engaged by the advocates of nitrous oxide and oxygen in labor. It was claimed 
that no patient should pass through labor without a thorough and painstaking effort upon 
the part of her medical attendant to relieve suffering and avoid exhaustion, This claim 
must be acknowledged just and fair, but in the effort adequately to meet it discrimination 
should be exercised, 

That actual suffering oecurs during labor and that this suffering is the same us that 
endured during sargical procedures accompanying wounds and lacerations or under other 
conditions where nerve filament are irritated, there can be no doubt. The effort to consider 
suffering in labor as righteous and inevitable was dissipated by Queen Victoria, It will be 
remembered that when Simpson proposed to give her chloroform in labor the bishops of her 
church forebade because pain was decreed in Scripture as the necessary accompaniment of 
childbirth. The Queen replied that none of the bishops had ever had a baby, but that she 
had passed through this experience and that her experience should decide, and so it did. She 
was among the first to receive the benefits of anesthesia in labor. 

The best cure for the abnomnatlities of the first stage of labor lies in the hygiene of 
pregnancy, If a woman can be brought to labor with sound nerves and muscles a great 
gain has been made. If she ean be under the eare of an experienced nurse and has the natural 
maternal ambition and instincts, the first stage of labor may often be passed successfully 
Without the use of drugs. The copious and thorough irrigation of the lower bowel will do 
something to mitigate nagging pain. The frequent emptying of the bladder, the necessary 
preparation for labor, moving about and occupation, will all help to pass daylight hours, 
The healthy woman may doze during the first stage of labor at night but very often she is 
unable to sleep and failure of sleep is a good preparation for exhaustion. In many eases anal- 
gesia is therefore demanded and its proper administration is of great value. It 


that the woman will be 


can be said 
prepared for labor in proportion as she has avoided toxemia in her 
pregnaney and has practiced well-regulated exercise in the open air, With this background, 
if sleep is denied her during the first stage, she rightly demands relief. It is evident that 
the merit of the so-called **twilight sleep’? lay in the psychic control of the patient and in 
the hypodermatie use of morphine. While the former is difficult at times outside of a hos- 
pital, the hypodermatic use of morphine, preferabiy with atropine, is usually possible. With 
unruptured membranes there is little evidence that this injures the fetus nor does it  seri- 
ously delay labor, In the presence of nausea a drug hypodermatically given is) promptly 
and efficiently absorbed. It tends to promote dilatation of the cervix, and the combination 
is a reliable and efficient one, The proven objections to scopolamine or hyoscine are the 
uncertainty of action which may become exciting and its uncertain influence upon the fetus. 
In our experience a moderate dosc of morphine and atropine has never acted unfavorably 
upon the child. In one ease of excessive nervousness with tedious dilatation of the os and 


cervix in a neurotie multipara suffering with a mild bronchitis, the hypodermatic use of 
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codein through two nights and three days seemed to produce a condition of mild asphyxia in 
the child. This, however, did not prove serious and the child was readily made to breathe. In 
cases where patients are admitted to the hospital threatened with rupture of the uterus 
through impacted fetus and violent uterine contractions, the hypodermatic use of morphine 
may be necessary until operation can be performed. We have as yet seen no positive evi- 
dence that morphine thus used injured the child. 

During the second stage of labor we believe that an opportunity should be given for 
the patient to establish the normal physiology of the expulsive operation of parturition. 
This consists in muscular contraction which after reaching the crest of its energy, is fol- 
lowed by a gradual cessation and relaxation, and this to be succeeded by a period of abso- 
lute rest and often sleep. If the pulse and pulse tension of the patient undergoing this 
phenomenon be observed, they are found to be surprisingly normal, There is no evidence of 
exhaustion and it is questionable whether it is well to seriously disturb this condition by 
anesthesia. There can be no objection to brief anesthesia at the point of greatest muscular 
activity, provided the conditions are such that the patient, if it were necessary, could be 
promptly delivered. If, however, the conditions are unfavorable for prompt delivery through 
the vagina, the patient may insist upon anesthesia and abandon all efforts to help herself in 
labor. 

Pressure upon the pelvie floor is painful in proportion to the lack of development of 
the genital tract, the size and consistence of the presenting part, its position and presenta- 
tion, and the condition of the nervous system of the patient. Unquestionably at this stage of 
labor anesthesia should be available and usually employed. Here those who urge the use of 
nitrous oxide and oxygen believe it to be a specific. Our experience, however, has not led 
us to subscribe to this somewhat enthusiastic claim. In our experience nitrous oxide and 
oxygen is not a stimulant, but is an anesthetic and asphyxiating agent. Its merit consists 
in its easy inhalation, its comparative safety, and the prompt recovery of the patient. It 
does not lessen the vigor of uterine contraction, neither does it seriously affect the fetus, nor 
is it a stimulus of muscular and nervous action. In some patients it produces a conditroi 
of excitement which is undesirable and it cannot be trusted if the anesthesia is to be ear- 
ried to the surgical degree for foreeps, version, or embryotomy. With a preliminary hypo- 
dermatic injection of morphine it may be used for abdominal section. While the apparatus 
necessary for its administration is conparatively simple, it is more cumbersome and complex 
than the can of ether and the gauze or simple inhaler necessary for etherization, While we 
recognize fully the value of nitrous oxygen in labor, we should not be willing to keep a patient 
under its influence continuously for five or six hours, neither should we be willing to depend 
entirely upon it in all cases of parturition. 

The best quality of ether skillfully administered is successful in the majority of cases 
of spontancous labor during the second stage. If given at the height of the pain, quickly 
removed so soon as the pain subsides, it stimulates and does not retard labor, but the mo- 
ment when expulsion occurs, a few deep inhalations without air will render the patient in- 
sensible to pain, although capable of comprehending sensations of feeling, of hearing, or 
often of sight. ‘The mother rouses easily after delivery and requires no anesthesia while the 
placenta is separating. For the insertion of stitches immediately after labor cther, with 
oxygen, properly administered, is comparatively safe and efficient. We have seen no evi 
dence that such use during the stage of expulsion injures the fetus. It is true that ether 
is inflammable, that some paticuts are excited by it, that it is irritable to the bronchial tubes 
and kidneys, and that it is difficult to anesthetize some patients with ether, but if skillfully 
administered it is usually successful and its combination with oxygen renders it in our ex- 
perience the safest of obstetric anesthetics. For the iminediate closure of lacerations it must 
be remembered that all parts of the genital tract are not equally sensitive. 

The comparative merits of nitrous oxide-oxygen and ether and oxygen were exempli- 
fied to the author in a recent experience, A multipara was suffering from a hepatic toxemia 3 
While her urine remained comparatively free from all umin and casts, the ammonia percentage 
was rising steadily and likewise the creatine, creatinine and rest nitrogen, Vomiting was 


incessant and uncontrollable; the heart action increased in rapidity, As viability had been 
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reached it was deemed necessary to induce labor and it was suggested that to anesthetize the 
patient with nitrous oxide and oxygen would be useful. A careful physical examination 
of the patient revealed the fact that the second sound of the heart had disappeared, and 
that the heart was acting badly. There was no asphyxia, but cardiac dilatation seemed 
threatened. The anesthetizer wisely declined to use nitrous oxide and oxygen, stating that 
in his experience a similar patient had suddenly died during the administration of the nitrous 
oxide and oxygen while preparations were made to induce labor, Ether and oxygen weré 
then given and labor was induced, After two hours of ineffectual pain with continued 
vomiting and bad heart action it was believed imperative to deliver the patient. Accordingly, 
ether and oxygen were again administered, dilatation of the cervix was completed by the 
gloved hand, and the child delivered alive by forceps. The action of the heart improved under 
the anesthetic and with the aid of vigorous stimulation hypodermatically the patient recov- 
ered from her labor. It seemed to us that in this case we were practically limited to ether 
and oxygen, Chloroform was prohibited by the hepatic toxemia present and also by the con- 
dition of the heart, 

In the experience of the writer the combination of oxygen and ether proved remark- 
ably successful in parturient women suffering from cardiac, respiratory or nephritic condi- 
tions which formerly deminded the use of chloroform. The writer recently had occasion 
to operate upon a number of pregnant tuberculous women in various stages of pulmonary 
tuberculosis, and employed this anesthetic with little irritation and good after-results, 

For the purposes of diagnosis, nitrous oxide and oxygen may be exceedingly valuable. 
For thorough examination of nervous patients, for minor;manipulations, such as the intro- 
duetion of bag or bougies, or the introduction or removal of gauze packing, or the opening 


of a breast abseess, or 


for other possible conditions where a brief and not complete anes- 
thesia is necessary, nitrous oxide and oxygen may be of great value. In inducing labor 
the writer is accustomed to employ these agents, thus enabling him to dilate the cervix some- 
What, with the gloved hand, to separate the membranes from the lower portion of the uterus, 
and to introduce from one to three bougies without resistance and suffering upon the part 
of the patient. 


For the obstetrician analgesia or anesthesia, skillfully viven, makes for more accurate 
diagnosis during labor and for the successful management not only of spontaneous and 
normal parturition, but of complicated conditions. 


DISCUSSION 


Dr. Carn Hexry Davis, MILWAUKEE, WISCONSIN.-—Dr. Davis’ paper strikes a conserva- 
tive note. Dr. Davis and I agree fully in all but one particular. So far as the value of 
analgesia and anesthesia in obstetries is concerned, iny opinion regarding the relative merits 
of inhalation anesthetics in obstetrics is the same today as stated in 1917 in the three papers 
, the American Association of Anes- 
thetists, and the American Medieal Association. My conelusions may be found in those 


read that year before the Chiengo Gynecological Society 


three papers as published. 

My early experience in obstetrical anesthesia and analgesia was largely with chloroform 
and ether, Nitrous oxide-oxygen was rarely used except when other anesthetic agents were 
contraindicated, T have used no chloroform since 1909, T have tried ether in every manner 
suggested. During the past few years [ have used nitrous oxide-oxygen analgesia as a rou- 
tine in obstetrics, The results with ether, whether given hy drop method or vaporized with 
air or oxygen, were in no way comparable with those usually obtained with the nitrous oxide- 
oxygen analgesia, With Dr. Davis | agree that nitrous oxide-oxygen should not be given 
continually for a long period. [ first called attention to the possible dangers of the long- 
continued analgesia in 1917. But given intermittently, it has a distinct value over ether in 
most cases because it is quickly absorbed and quickly eliminated, Ether is very slowly elim- 
inated. It has cumulative effects on mother and child. It weakens the uterine contractions 
and frequently causes nausen and vomiting, When the first few whiffs of ether are given 
to an obstetrical patient we substitute something which may be worse to her than pain, but 


*Am. Jour. Obst., 1917, Ixxvi, No. 4; Am. Jour. Surg., 1917, xxi, Anesth. Suppl., p. 98; Surg 
Gynec. and Obst., 1918, xxvi, 170. 
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given at the culmination of the contraction it usually surprises and quiets the woman, After 
a few inhalations she gets the cumulative effect and a definite relief of pain, 

Ether, unlike chloroform, stimulates both respiration and circulation. A patient taking 
ether with air never has cyanosis from the ether and, since it does not reduce the amount of 
oxygen in the circulating blood, I fail to understand why ether given with oxygen can be so 
much safer in cases of toxemia than ether given with air. Oxvgen with ether does not 
change the physiology or lessen the irritation to the kidneys. The safety of both ether ana 
chloroform may be increased by the administration of alkalies before delivery and after. 

Recently IT have been using nitrous oxide-oxygen analgesia intermittently for mid- 
and low forceps deliveries as well asin normal Jaber. The nitrous oxide-oxygen is given to 
a deep analgesia or light anesthesia while the forceps are applied, The mask is then re- 
moved and thereafter the gas administered intermittently as in normal labor. The patient 
is instructed to bear down during contractions while gentle traction is made on the forceps. 
For primipare I do a primary posterior episiotomy. There is usually an easy delivery with 
a minimum of traction pressure on the head. T cannot accomplish this cooperative type of 
delivery with ether regardless of its administration. In my experience nitrous oxide-oxygen 
has proved to be the most satisfactory inhalation analgesic for both normal and operative 
obstetrics. If a long continued anesthesia is required, I use ether, 

Dr. W. Francis B. WAKEFIELD, SAN FrANcISCO, CALIFGRNIA.—! have striven for the last 
five or six years in San Francisco to relieve women of the pain of childbirth, T have used 
scopolamine anesthesia in all my private patients and up to the present these number 700 
cases. I have no clinical practice in obstetrics, so that scopolamine is used entirely on the 
higher class of women of the city. IT have found scopolamine as an anesthetic an absolutely 
perfect therapeutic agent and it is discouraging to a man who has used it as honestly and as 
faithfully as I have done with such gratifying results, to have men like Dr. Davis, Dr. 
Williams, and others relegate this thing to the background as a perfectly useless therapeutie 
agent. 

I do not know why it is that the use of scopolamine has been unsuccessful in the hands 
of so many men, T believe it is because of bad preparations of the drug that have been 
used, Scopolamine, except in fresh solutions from the original crystals that have been care- 
fully preserved from disintegration, or in the form of ampules, is useless, 

In tablet form T consider scopolamine almost useless as an anesthetic and often inju- 
rious, because exposure of the scopolamine crystals to air will injure its therapeutie action 
and produce a wild delirium instead of a somnolent effet. 

There is nothing psychic about my use of scopolamine. The patient is under more or 
less profound anesthesia from the time labor pains become regular until the child is born. 
No other anesthetic is used at all in labor except during the last half or dozen pains, when 
nitrous oxide and oxygen are used in conjunction. My patients ge through labor without any 
reaction, without any pain whatever, and TI consider a therapeutic agent that will produce 
this result without harm to the mother or child worthy of consideration and should not be 
carelessly relegated to the background. 

The San Francisco Eraminer not very long ago published an article in which Dr. 
Williams was credited with saying that it (seopolamine) had been tried and found wanting. 
Now, that may be perfectly true of Dr. Williams’ experience with it, still it gives a bad 
impression to the general publie and undoes very largely the work of others who have had 
great success with the use of this drug. Scopolamine, properly used, with proper preparation 


of the drug, is a valuable therapeutie agent. 


Dr. CHARLES E, Pappock, CilicaGo (BY INVITATION ).—I1 would like to ask Dr. Wake- 
field some questions, He states that he uses scopolamine-morphine. He tells us that he has 
had 700 cases. Does he mean that he has used it in every case?) When does he begin the 
use of it, at what stage in labor, and what are the dosages that he gives? Does he give it 
regardless of pain and has he had any asphyxiated babies? Can he use scopolamine-morphine 
without an additional anesthetic? 

Dr. JOHN O. POLAK, BRooKLtyN, New York.—As usual, Dr. Davis has presented a con- 
servative paper, but I do not think it is fair for him to condemn morphine and scopolamine, 


though his caution regarding the indiscriminate use of these anesthetics is well taken. 
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There is no doubt in the minds of all obstetricians that anesthesia in labor is a nee- 


essary adjunet. In order to give our patients the test of labor it is necessary to relieve some 


of their suffering,—particularly is this true in the nervous type of women with whom most 
of us are dealing, We can do this better with a combination of scopolamine and morphine 


than with morphine and atropine. The effeet depends on how we use it and when we use it. 


In our ¢linie it is a routine first stage proceedure. We do not try to get amnesia ‘xcept in a 
limited number of instances. But we vet some degree of analgesia and the analgesia holds 
over so that these patients, during the dilatation stage, enjoy the full action of their uterine 


museles and can complete the second stage mechanism which Dr. Davis says is so necessary. 


When the fetal head reaches the pelvie floor and during the perineal stage anesthesia is 
again necessary, Whether the d ‘livery be accomplished by episiotomy, prophylactic forceps, 
or by nature, During this period we have found after a considerable experience with nitrous 


oxide-oxygen, that ether with oxygen is the safest and best anesthetic. 


One point in closing is, that we discontinue the anesthetic after the delivery of the 
child and allow the patient to come out from her anesthesia before any reparative work is 
done, This allows the uterus to contract and minimizes the bleeding. When retraction is 
firm anesthesia is continued for the repair of pelvie injuries. 

We have not had any postpartum hemorrhages since we divorced the anesthesia. of la- 


bor from the anesthesia of repair, [ trust Io make myself clear on this point. 


Dr. Joseru bE. Baer, Cnicaco (sy INvITATION).—I should like to subscribe almost 
Without reservation to the views of the essavist. 


My first experience with nitrous oxide anesthesia dates back to 1904, at which time, as 
a member of the house staff of the Michael Reese Hospital, [ was sent to Wesley Hospital to 


wateh Dr, Weller Van Hook do perineal prostatectomies under nitrous oxide. We then started 


i 
to use it at the Michael tor sf Hospital and for several years | Was of ficial anesthetist, dur- 


ing which time To gave many hundreds of nitrous oxide anesthesias for abdominal surgery. 

In obstetrics T believe the oniy place for nitrous oxide-oxyvgen is in the second stage of 
labor before the end, and only with sueh women as cannot be controlled by the presence of the 
accoucheur who is cooperating with his patient during her second stage contractions. My view 
is, if the aecoucheur is with his patient and steadies her, so to speak, she will be very much 


better and will usually choose to do without anesthesia during the second stage until near the 


end, at which time T rather prefer ether to nitrous oxide, The patient is usually controllable 
under light ether anesthesia for the purpose of actual delivery and is not always controllable 
under the nitrous oxide-oxygen, 

During the first stage [To use almost entirely, if T use any combinations, morphine hypo 
dermieally and chloral hydrate by mouth or reetum, 


A word as to scopolamine, When ‘*twilight sleep’? swept over the country we at the 
Michael Reese Hospital decided to vive it 


i 


a thorough trieh My artiele published in 1915 
dealt with a series of 70 enses. It was for us a conclusive answer and we have discarded its 
lise in obstet rics, 


Dr. Pensamin P. Watson, Toront 


think one of tle very important 
things which Dr. Davis told us in his paper was that we shonld he 


particularly careful of the 
patient during her pregnaney., Tf one ean see a patient frequently during the course of preg 


nancy and gain her confidence and be with her for some time at 


the commencement of labor, 
one can do a great deal to help that patient in her labor and stave off the administration of 


any anesthetic for some time at any rate, On the other hand, there are patients to whom 


one must administer some form of anesthetic in the first stages of labor. 


Tam entirely aecord with those speakers 


Who have upheld the use of scopolamine 
and morphine. We use it: frequently, but never 


before giving the patient a chance to go 


through the first stage without an anesthetic. | think it is a mistake to administer drugs as 


2 routine when a certain stage of dilatation of the cervix has been reached, but if the patient 


is getting worn out, is fretful, and not bearing pain well, morphine and scopolamine or the 


ivdrobromate of hyoseine are valuable drug It lias been my experience that with a pre- 
liminary dose of 1/6 gr, of morphine and 1/150 gr. hyoseine hydrobromate there is no bad 


effect on t] ; mother or ehild, The morphine is not repeated and if the hvoscine hvdrobro- 
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mute is repeated, it should be given in from 1/300 to 1/400 gr. dose. With that administra- 
tion we usually have to give some general anesthetic toward the end of the second stage. We 
have used both nitrous oxide and oxygen ond ether, and personally I trust to the administra- 
tion of ether toward the end of the second stage of labor. I have seen no bad effects from 
morphine-hyoscine administered in the manner I have mentioned. 

Dr. H. Pomeroy, BrooktyN, New York.—It seems to me, this society must 
recognize from the nature of the paper and the discussions that we are not dealing with 
a fixed and standard process of drug administration for the relief of the distress of labor. 

In order to meet the psychology of satisfaction on the part of the patient, the obstet- 
ricien must be convinced that when she is through with her labor ‘‘she has not had a terrible 
experience.’? Tf we meet that requirement at all, we must recognize the fact that there is 
no fixed order of the administration of these analgesic and anesthetic drugs which can be 
standardized. Furthermore, we must understand that labors cannot be standardized and that 
we must have equipment, knowledge, and experience to apply to the variations of labor, tie 
variations of temperament, and the adaptation of our knowledge and equipment to the 
psychology of satisfaction for that patient. Any organization or hospital equipment, or any 
teaching staff that does not recognize the usefulness of various combinations of morphine, 
scopolamine, nitrous oxide gas, ether, chloroform, worked out with reference to the individual 
case, fails to appreciate the importance of this subject. 

Dr. Ek. P. Davis (closing the discussion ).—May I suggest to Dr. Carl H. Davis that in his 
last statement relative to analgesia and nitrous oxide-oxygen in Jow forceps he introduced an 
entirely different topic, which will be discussed by Dr. De Lee in a later paper. 

Have we come to the point in obstetrie science where natural spontaneous labor is not to 
be expected and should we substitute an artificial, more or less surgical, procedure for every 
parturition? If so, then nitrons oxide-oxyeen anesthesia and low foreeps is a surgical pro- 
cedure, and the anesthesia is only a small part of it, and Dr. Davis has gone a little further 
than my paper went. I have nothing to say on that point except to bring up the questson, 
are we going now to consider sharply that position? 

As regards scopolamine which is used by our member from San Francisco (Dr. Wake- 
field), I was very much interested in hearing his experience. Most of us are not so situated 
that we can obtain absolutely pure drugs in this part of the world, and the importance of 
furnishing absolutely pure drugs was shown by the German government and the German 
manufacturers who instituted propaganda during the flowery days of scopolamine to give it 
hy the mouth. 

After hearing the discussion it is evident that there is a psychologic interest exercised 
by the gentleman upon his patients, which IT envy him. 

Regarding the remarks of Dr. Polak, it is always interesting to have him come out 
with something which seems good to him, It strengthens me. JT think he is right in what 
he has said about labor and repair. They are not the same thing and hence anesthesia 
should be different. 

Dr. Baer in his conservatism comforts me also, and Tam glad to find that even in the 
stimulating atmosphere of Canada, Dr. Watson finds ether is a good anesthetic for women in 
parturition, 

As regards Dr. Pomeroy’s remarks, he touched on a very important thing. After all 
a woman in labor is approaching a supreme physiologic test and the damage to her being is 
psychologic, She is at present the psychologic entity of modern civilization, She cannot -be 
considered en masse, There is no standardization, and hence we must approach the patient 
with the idea of helping her the best we can. 

I leave seriously with vou this one thing. JT did not see that patient who died just as 
labor was being induced under nitrous oxide-oxygen, It was not my case. This woman had 
been given stimulation. She had been vomiting for some time. She was prepared for the 
induction of labor by stimulating her heart. It is the experience of anesthetists that a stim- 
wlated heart vields rapidly and fatally to nitrous oxide-oxygen. IT may warn you therefore 
that if you attempt to anesthetize patients with nitrous oxide-oxygen who have been toxic 
and to whom it is necessary to give stimulation, you may have collapse. She died under 
inhalation of the gas without the uterus being touched. It was such a warning that I have 


taken the liberty of bringin 


o 


it before vou, 


| 

| | 
| | 
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Dr. Bensamin P. Watson, of Toronto, Canada, read a paper entitled Induc- 
tion of Labor; Indications and Methods, with Special Reference to the 
Use of Pituitary Extract. 


Dr. Watson said: The communication is based upon 150 cases from the publie wards 
of the Toronto General Hospital under my care and from my private practice. In these, 


labor was induced on the following indications: 


Pregnancy prolonged beyond calculated term.......... 695 
mise Of head... 10 


Glycosuria 
Anemia 
Placenta previa ........ 2 


Hvdramnion 


Total 


The fact that a patient has gone beyond the caleulated date is not evidence that the 
child is postmature, and is not in itself an indication for the induction of labor. In arriv- 
ing at the average we are dealing with cases with a possible variation of three weeks and 
every now and again we are bound to have cases at either extreme. It is, nevertheless, 
our duty to watch carefully all patients who go over the caleulated term and to examine for 
the purpose of ascertaining the size of the fetal head in relation to the pelvic brim, At the 
first indication of any disproportion laber ought to be indueed, This will be indieated in a 
primipara by nonengagement of the head or, by a head previously deeply engaged in the 
brim tending to become more mobile; and in a multipara by difficulty in pushing the head 
down into the brim, Multipara who have previously had large children and hard labor 
should not be allowed to go bevond the calenlated date, 

Small Pelvis.—Pelvimetry ought to be routine in obstetrical practice. Every woman 
who engages a doctor for her confinement is entitled to expect that he will satisfy himself by 
actual measurement that she has a pelvis of an average size. This measurement ought to be 
made by the seventh month, so that if the pelvis be found to be small the advisability of 
the induction of premature labor may be considered, 

Pregnancy Toremia—Systematic urine examinations and estimation of blood pressure 
afford early opportunity for the detection of pregnancy toxemia and when discovered early 
it is usually easy to treat. In a small proportion of cases improvement does not result and 
in them induction of labor may be indicated in the hope of averting an actual eclampsia. 
The indications of immediate danger are a high and rising blood pressure (140 or over), small 
excretion of albumin laden urine, the persistence of headache or failing vision. Persistence 
of all or any of these in spite of appropriate treatment, calls for the termination of the 
pregnancy. 

Labor has been induced in these 150 cases by hougies, bag, quinine, pituitary extract, 
and quinine and pituitary extract. As the indications for the induction of labor have become 
more numerous of late vears, and the wisdom of it has hecome apparent in a large number 
of cases, so we have felt that nonmechaniceal means which expose the patient to no added risk 
from manipulation and sepsis onght to he employed if they are in any way effective. 
There are two drugs which have a marked effect. in stimulating uterine contraction, and 
stimulating it in a manner which very nearly approaches the intermittent activity character- 
istic of normal labor, Those two drugs are quinine and pituitary extract. This action of 
quinine has been known for a very long time and ‘it has been used in small doses for the 
purpose of stimulating uterine contraction during labor. Of late years it has also been ex- 


fensively employed in large doses for the purpose of inducing labor. The results obtained 


| 

a 

| 
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have been somewhat varied. This has depended upon the time in pregnancy at which it was 
sought to induce the labor and upon the mode of administration. We have found that much 
hetter results are obtained when the quinine is given in solution than when it is given in the 
powder form. We employ the hydrochloride of quinine and administer along with each 10 
grains, 10 minims of dilute hydrochloric acid, This seems to increase the solubility and the 
rapidity of absorption. In the ordinary routine the patient first takes 1 ounce of castor 
oil, this is followed in two héurs by 19 grains of quinine in the above solution, This dose is 
repeated at two hour intervals until 30 grains are taken. 

The use of pituitary extract in obstetric practice is of much more recent date. In 1913 
T published a paper reviewing the literature, and there pointed out that Blair Bell in 1909 
was the first to employ in practice the results of experimental investigations carried out with 
the extract of the pituitary gland up te that time. Since then a great mass of literature 
has accumulated on the subject. It is universally recognized that it is a most valuable agent 
for accelerating the second stage of labor when delay is due to feeble uterine contraction. 
In most of the articles which have appeared the reader is warned against using it for the 
induction of labor or before the cervix is fully dilated. We have used it extensively for 
the induction of labor and during all stages of labor and have never had any bad results. 
Tn 1913 T recorded three eases in which T had suecessfully induced labor by this means. One 
of those was at the eighth month, one at full term, and one at three weeks post term. IT 
stated then that the method was worth an extended trial and T think that my later re- 
sults bear this out. The procedure used is to begin with a dose of 14 to 1 ¢.¢. administered 
intramuscularly with a long needle. In most cases uterine contractions commence in about 
ten minutes and increase in severity during the next twenty minutes, At the end of this 
time the second injection of 1% ¢.c. is given. Tf after a time the contractions tend to weaken, 
or to come at longer intervals, the dose is repeated. As many as six or eight doses may thus 
be given at intervals of about one-half hour. The important point is to administer a fur- 
ther dose before the effeets of the previous one lave entirely passed off. The effects from 
a single dose appear only to last for about one-half hour and there is no cumulative effect. 
Sufficient doses must therefore be given to keep up uterine contractions sufficient to produce 
a certain amount of opening up of the cervix, When the cervix has begun to open and the 
membranes to bulge into it the uterine contractions will continue without the further admin- 
istration of the drug. The failures which we had in the beginning were the result of not 
pushing the dosage far enough. We have found it perfectly safe to give 8 or 10 14 ce, doses 
at half-hour intervals. 

Rather a enrious point comes out here, that in 19 multiparea the average was 19 hours, 
as contrasted with 18 hours as an average in 18 primiparw. 

With the bag method the average time elapsing before labor began was 13 hours and 
the average duration of labor was 10 hours. This number, of course, is very small and not 
sufficient to draw conclusions from. 

With quinine alone, in 25 cases the average time clapsing from the last dose to the def- 
inite onset of labor was 7 hours, while the average duration of labor was 9 hours, 7 for multi- 
pare and 11 for primipare. 

With pituitrin alone in a total of 18 cases the average time elapsing between the first 
dose and the definite onset of Inbor was 2 hours. The average duration of labor was 10 
hours, 16 hours for 5 primipara and 9 hours for 13 multipare. 

With quinine and pituitary extract, in a total of 62 eases, 52 were successful; 9 were 
totally unsuccessful, Six of the suecessful cases required repetition of the routine before 
labor began. In the 53 suecessful eases the average time elapsing between the first dose of 
pituitrin and the onset of labor was 2 hours and the average duration of labor 10 hours; 
14 hours for 2% primiparw “and 7 hours for 30 multipare:. 

Recently two of my colleagues, members of my staff, J. G. Gallie and W. A, Scott, 
have recorded a series of cases (65) in which they used pituitary extract alone for the in- 
duction of labor, Out of this total 55 were entirely successful. The average number of 
doses given was 3, the average duration of labor was 7 hours. There was one fetal death 
28 hours after delivery from atelectasis. The delivery was normal in 45, by forceps in 9, 
and by version in 1. 


— 


| 
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Taking these results along with the ones which IT have recorded, I think we must recog- 


nize that the method has a definite place in obstetric practice and should be considered be- 
fore other methods are adopted. It has very special advantages in cases of slight disparity 
between the head and pelvis, as it does not in any way prejudice the Cesarean operation 
should it prove to be necessary; an argument 


Which cannot apply to the bougie or bag 
method, 


Dr. CHarces B. Reep, of Chicago, Il., read by invitation, a paper entitled In- 
duction of Labor at Term. (I*or original article see page 24.) 


DISCUSSION ON PAPERS OF DRS. WATSON AND REED 


Dr. Pomeroy, Brookiyx, New York.—I cannot personally accept the gen- 
eral proposition that induction of labor slightly before, at, or after maturity, adds in any 
important way to the safety of the mother or child. I believe there is added a certain 
amount of danger to the mother, especially so in primiparw, if induction is carried out by for- 
eign bodies introduecd into the uterus, 

The second paper gave me no enlightenment as to a point from which to start dis- 
cussion, owing to the fact that it made no distinction between the statistics in multipare 
and primipare. To have no more knowledge than the rest of you as to exactly why or when 
labor begins, I do know two factors that are necessary for the progress of labor after it 
has begun; one, that the ovum must be detached or easily detachable in whole or in part, 
and second, that the uterus must make intermittent contractions resulting in- retraction 
adapted to a diminishing capacity of content. Unless the ovum is detached it cannot de- 
seend, If the uterine content cannot descend 


qeyvree 


there develops with persistent labor some 
of spastic retraction of the uterus instead of progressive retraction of that organ, IT 
abandoned the idea many years ago that vou ean induce labor necessarily by dilating the 
cervix When T was experimenting with dilating bags in the endeavor to shorten the first 
stage. T found by many experiments that forecd dilatation of the cervix, notably as in 
multipare, did not necessarily induce labor, 

Mor several vears past I have been trying to manage all labors without using induction 
at all, 


If we are logical and correct in 


our belief that there is real danger in making vaginal 
examiniutions in labor in the first stage, if we accept the proposition that rectal touch is of 
real value in eutting down the dangers of contact infection carried from the vulva up to the 
cervix or cervical glands, if we admit that vaginal examinations add something to the risk 
of infection, we must admit also that we should try to manage labors without putting a 
foreign body in the cervix, which, in remaining there obstructs drainage, and causes trauma- 
tism and contusion, One can induce labor in a healthy multipara, who has no real dis- 
proportion, with comparative safety and certainty by merely rupturing the membranes, If 
I must put a foreign body in the uterus, I prefer to use a bougie of some form, because it 
can be managed so it does not block drainege from the cervix. 


I hope that Dr. Watson has discovered a process by which we can safely and promptly 
induce labor without cervix contact in the few cases in which we 


wish to empty the uterus 
forthwith. 


But at the present time, if the call is for an empty uterus at once, T prefer to 
cut below if the child is nonviable and above if it is viable. 

Dir. GEonGE W. KosmMaAkK, New York Ciry.—A great deal of very valuable material is 
presented in the two papers of Dr. Watson and Dr. Reed and I do not feel like taking the 
pessimistic attitude on this subject of my predecessor in the discussion. It seems to me, 
as we develop our experience, we are guided mere or less in what we do for our patients 
by what that experience has taught us. T have for a number of years carefully watched my 
patients with the idea that if they went on to what was accepted to be the normal end of 
their pregnancy, labor be induced. Nothing that has been said against this attitude has 
convinced me that I have heen wrong. I feel like agreeing with Dr. Reed that it is a pro- 


cedure we must always bear in mind but apply it to our patients individually rather than as 


& 
H 
| 
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a routine procedure. I do not want to be understood as advocating the induction of lahor at 
term as a routine, but every one of our patients should be watched, particularly primipare, 
and if we have had the opportunity of making repeated antepartum examinations, I think 


we can feel rather certain as to when the child is Jarge enough. In my own experience it 


has never happened in any case which I had under observation that a premature baby resulted 
from this method. 


I do not feel I can quite agree with Dr. Reed in his statement of absolute measure- 
ments. It is not really so important whether a child measures forty-eight or fifty-two centi- 
meters, or whether certain diameters of the head are this or that. It is more important to 
study the type of patient with whom we are dealing. Some women can deliver themselves 
without difficulty of babies weighing nine and a half or ten pounds. 


Remember, we are 
dealir 


ig here with normal pelves. Others have difficulty in delivering themselves of a six 
pound child. In each instance careful pelvic measurements have shown we were not deal- 
ing with any abnormality. I think it is the latter type of patient that must be carefully ob- 
served, and if we have conducted such observations, we ought to be ready to interfere when 
we think the proper time is at hand, 


Another problem relates to the induction of labor in cases of toxemia. We ought to 
hase our attitude in these cases, not on the attempt to bring the child as near term as possi- 
ble, but at such a period when a viable child can be secured, T think the attempt to carry 
a toxic woman through the last three or four weeks of pregnancy is a very great mistake 
because the baby is not in a satisfactory condition during this period and damage results to 
the maternal organs that can never be corrected. 


I was much interested in what Dr. Watson said about the use of quinine in inducing 
Jabor, because I only recently read the reports of our colleagues in South America who live 
in malarial districts and who state that the employment of large doses of quinine for the 
treatment of malaria in pregnant women has been witheut result in so far as the induction 
of Jabor is concerned, There must be some difference hetween the women of Canada and 
South Ameriea. Perhaps Dr. Franklin Martin, who has recently visited South America, can 
explain it. 


I was also interested in Dr, Watson’s remarks about the use of pituitrin. It seems to 
me, that he employs very large doses for this purpose. T am sure the New York atmos- 
phere would not permit with safety the continuous employment of doses of half a ¢.e. as 
many times as he recommends. 


In conclusion, I want to refer again to the valuable work which has been done in the 
last few years by Dr. Reed and others in bringing to our attention the necessity of watching 
each individual case of pregnancy to determine as closely as we possibly can whether that 
particular fetus is going to be able to go through that particular birth canal, and we think 
the time is at hand not to hesitate to help that woman ont of possible future difficulty by 
inducing labor by methods that have now been pretty thoroughly worked out and demon- 
strated as safe, 

Dr. HvuGo Eurenrest, St. Lovis, Missournr.—I would like to add a few words to what 
Dr. Kosmak has said in relation to the use of pituitrin. I believe it is safe and necessary 
to continue the old teaching that pituitrin should not be used in any other stage of labor 
except the second or third or after the third, 


In my experience considerable difficulty arises from the dosage question, Dr, Kosmak 


says that one-half ¢.c. is too large a dose. IT use smaller doses. Then again the difficulty in 
my experience is that pituitrin preparations vary. I have for years limited myself to one 
preparation because I feel I know what I am using. If we 


use a different preparation we 
have absolutely no idea what dosage we really use. 


I find that when a patient receives pitui- 
trin for the purpose of starting labor, there is a decided difference whether the patient after 
the injection remains lying on her back or whether she gets up and walks around. I have no 
doubt in my mind that when a patient is kept lying on the back the contractions continue much 


longer, Why, I do not know. I would like information from Dr. Watson on that point. 
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Regarding the blood pressure which was mentioned by Dr. Watson, I should like to 
emphasize that the special effect of various preparations seems entirely dependent upon the 
amount of histamine it contains. Some preparations raise the blood pressure very little, oth- 
ers very much, 

With reference to the effectiveness of starting labor that way, we all probably realize 
the pronounced difference between primagravida and multipera and between labor starting 
before normal term and after that. There is no doubt a multipara who has gone over time 


responds most promptly. 


I desire to emphasize one point already made by Dr. Watson, that such a method 
of starting labor has great advantages over all mechanical methods, if one should be forced 
to resort to Cesarean section afterward. 

I should like to call the attention of Dr. Watson to the new literature on the intra- 
venous use as an oxytocice, of the bi-hyperehlorate of quinine, 

Dr. J. Winniams.—Two things interested me very much in this discussion. 
The first is Dr. Watson’s contribution concerning the effect of pituitrin, and T earnestly hope 
that the future will bear out his experience, for if it does so he will have added a great boon 
to workers in obstetrics. 

The other thing which interested me very much was what Dr. Reed has said concerning 
the induction of abortion in) post-mature children. Ino my own work, T have recognized 
practically only two main indications for the induction of labor, First, in women suffering 
from the toxemias of pregnaney whieh do not vield to prophylactic treatment. In such 
cases we interfere primarily in the interests of the mother and only secondarily for the sake 
of the child. The other indication is found in patients whe have reached term, and in whom 
the child promises to exeeed the normal limits. On the other hand, T have never been a 
friend of the induction of premature labor in contracted pelves, and in my whole experience 
have only employed it on several occasions. 

During the past week T have had an experience which pretty well exemplifies my prae- 
tice. T did a Cesarean section at an appointed time before the onset of labor upon a woman 
with a normal pelvis, solely on account of the size of the child. The sequel showed that my 
diagnosis was correct as the child weighed 4300 grams and had a biparietal diameter of 11 
em. In other words, definite disproportion existed. At the same time there was a colored 
woman in the service with a generally contracted rachitic pelvis with a diagonal conjugate 
of 9 em. She had a small child and no disproportion, was left alone and had a spontaneous 
labor. 

At term I think that we should be extremely eareful about indueing labor, and should 
not think of resorting to it unless we have a perfectly justifiable indication. To my mind 
such an indication does not consist in the mere fact that so many days liave elapsed since 
the last menstrual period, or that the child has attained the average normal size, but we 
must demand that it has attained a size which threatens to give rise to disproportion and 
will certainly do so if allowed to become still larger. In other words, T see no reason why 
labor should be induced in a woman with a normal pelvis unless the child definitely exceeds 
the usual size, as to do so would simply lead to what Tam afraid we are approaching in so 
many lines, namely, excessive operative interference, T am sorry te say that this tendeney 
has already become established in regard to Cesarean section and, unless the indications for 
the induction of labor at term are carefully guarded, that operation will likewise be soon 
abused to a similar extent. 

Ifowever, T do not wish to be misunderstood in this matter, as T regard with suspicion 
every woman who has reached the caleulated date of confinement without falling into labor. 
In such cases it is my practice to palpate the patient each week and, as soon as it appears 
that the child threatens to exceed the normal size, iabor should he induced, In general T have 
found the most satisfactory method of inducing labor, where laste is not essential, is by the 
use of a large Wales’ hougie, IT use one the size of the finger and it is so satisfactory that 
I employ bags practically only in cases of placenta previa, whieh are not under discussion. 

Dr. Haronp C. Battey, New Crry.—On our Bellevue Hospital service we have 
heen committed to the idea of the induction of labor at term, but T cannot say that it has 
heen a routine, Various factors have prevented this. The service is so busy from admis- 
sions that it is difficult to do a procedure like this regularly; but every week we go over the 
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antepartum cases and those who seem to be oversize or full term have their labors induced. 
We always start by a method somewhat similar to what Dr. Watson has outlined. We dilate 
the cervix to two fingers, and then give a dose of castor oil directly, and 10 grains of quinine 
some two hours afterward. 

A great number of these women will fall into labor in the early morning hours. Since 
the first of the year, in addition to this, we have been adding 3 minim doses of pituitrin, 
giving four doses one-half hour apart. 

The records kept of patients at Bellevue have been of the dispensary class and I can 
give the records only from my own notebook. It shows there were 35 cases in which the in- 
duction of labor was attempted by means of dilatation to two fingers, then the giving of 
castor oil and 10 grains of quinine. Of these 35 cases, 12 were primipara, and only 3 or 
25 per cent went into labor the first twenty-four hours. Of the remaining 25 multipare, 
56 per cent of them went into labor the first 24 hours. Taking the combined 35 cases, 45 per 
cent went into labor without any further treatemnt. If the woman does not go into labor 
following this procedure we usually allow 48 hours to go by and then a No, 4 Voorhees bag 
is inserted. We do not use a bag less than No. 4 except in placenta previa. If we talk 
from the standpoint of the treatment by bags and if we take the records from the Man- 
hattan Hospital service where induction of labor at term is not routine, we find in going 
over 161 cases of induction, there are 60 cases of vertex presentations induced for rupture 
of the membranes or dry first stage, er oversize of the fetus. Of these 60 cases which might 
be termed more or less normal, there was a ‘stillbirth rate of 3 cases, but one case was an 
anencephalie child. Disregarding the monstrosity we still have stillbirths at 3.3 per cent 
and the mothers remained normal. 


Dr. W. Hotmes, Cuicaco.-—One of the mysteries of iife will be unfolded 
when scientific knowledge tells us when pregnancy begins. Until that time comes, we always 
will be uncertain as te what full time or term means. ‘The uncertainty of the onset of preg- 
nancy carries with it a doubt as to maturity measured by days or weeks. There are large 
men, women and children—just as there are small ones, Children, for example, of ten or 
twelve years of age, may be over large or very diminutive for their years, yet at maturity 
are just ordinary individuals. Unborn babies vary as to size, vet are normal for the period 
of gestation considered, They may be large or small as the case may be, yet are ‘‘normal.’’ 
We all know that there is a material variation in size of children born from different moth- 
ers. Size, per se, is a poor criterion of what we call maturity, or, for that matter, frequently 
of viability. I have had one woman who gave birth, on the day of reckoning, to a thirteen 
and a half pound baby. No one would hold that child to be postmature, Some years ago I 
say a woman who was about to have an induction because the fetus was over large, yet, at 
my insistence she went on, and nearly three months later gave birth spontaneously to her 
baby. In this latter case an erroneous miscalculation of the period of pregnancy was made, 
and such mistakes may be readily made. We all have seen babies born prematurely, by the 
accumulated evidence of all data, yet had the appearance and viability of full term babies. 

With reference to pituitrin, in my belief it is the most powerful drug known, It has 
been stated by an official of one of the large pharmaceutical houses that the fluid contained 
in the cubie centimeter ampule contains, as nearly as they can compute the dosage, one 
three to four millionth of a grain of the active secretery substance of the pituitary body. 
Such an active substance demands the most cirenmspect exhibition. The pituitary sub- 
stances are used most promiscuously by the profession and in a very haphazard manner. I 
have long felt that the fact that so few catastrophies have followed this indiscriminate use is 
dependent upon the fact that there is such a wide difference in the potency of the products 
of different manufacturers. Dr, Young, of the Publie Health Service, investigated the po- 
teney of various pituitary fluids and found that some were as low as one-eighth the strength 
of some others. Over a generation ago, it was appreciated that the indiscriminate use of 
ergot, given in labor, was followed by most lamentable catastrophies: I believe we are 
arriving at the same realization of the dangers of pituitary substance. TI am convinced that 
the exhibition of a full ampule of pituitary fluid, ves, even one half ampule doses, repeated 
half hourly for six doses as a means of inducing labor will sooner or later spell disaster, 


especially if employed by physicians who are unable to gauge its dangers. 
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Dr. N. Sproat Heaney, Cuicaco.—Sinee there are so many involved points in the dis- 
cussion of the indications for the induction of labor, I shall confine my remarks entirely to 
that technic. The case that Dr. Holmes spoke of where a patient went three and a half 
months after she was estimated to be at term, as well as the case of a certain Lilliputian baby 
will illustrate what IT mean when I say ‘‘involved.’’ In reference to these particular 
cases, however, I would say that where such cases happen, the ‘specialist?’ had better 
go into eye, ear, nose and throat rather than into obstetrics. 

At the Presbyterian !lospital we formerly used bags to induce labor almost to the 
exclusion of other methods, until we became convinced we were having more trouble with 
the bags than benefit gained by their use. Latterly we have used quinine and castor oil 
almost exclusively. At the time of examining the patient to see whether labor should be in- 
duced or not, we separate the membranes widely from the cervix, then give castor oil and 
quinine. We always give small doses at intervals, since we find an occasional patient who 
has an idiosynerasy to quinine, Even three grains will produce an annoying disturbance 
occasionally, in which event we may stop the quinine before we have poisoned our patient too 
extensively, In the event that the first administration of oil and quinine is not successful, 
we allow the patient to rest before repeating the dosage. During the last two years fol- 
lowing this method IT have resorted to the hag only three times in the induction of labor, 
During this period of two years we have had only one baby born dead. These cases were 
not only induced ceases but eases also that went into labor spontaneously. The death in this 
ease was caused from the separation of the placenta. In a second case of induced labor 
where the placenta separated we cid a hasty forceps, and though the child was born alive, 
it died soon after from foreeps injury. 

Dr. Bengamin P. Watson, Toronto, Canapa (closing the discussion on his part).— 
In regard to the dosage of pituitary extract, IT myself was rather afraid of it when we first 
began to use it, but I must say that Tam no longer so. The thing to remember is that the 
effect passes off very quickly. If there is any effect from one single dose, it passes off 
inside of twenty minutes or half an hour, As there is practically no cumulative effect of 
the drug, I do not see that it makes any difference how often you repeat it, provided you 
allow an interval of twenty minutes or half an hour. You must repeat the dose when the 
effects of the previous dose pass off. T have never seen any bad effects from the use of the 
drug given in that way. 

There can be no question that there is a great. difference in the different preparations 
of pituitary extract. A reliable preparation should be used, 

IT have not seen any difference in the action, whether the patient was allowed to walk 
about or kept in bed. We usually keep them in bed and do not allow them to walk about. 

There is a difference, of course, in the results one gets with primiparw and multipare. 
The results are less certain in the former, The time of pregnancy at which labor is in- 
duced has an influence, If the cervix is not taken up at all the induction is more difticult 
heeause labor does not begin until the cervix is sufficiently dilated and there is. sufficient 
detachment of the membranes to produce a distinct bulging so that the ovum may descend, 

As regards quinine, the method of administering it in acid solution is an important one, 
This was demonstrated in our use of quinine at Salonica, We took quinine sulphate in pow- 
der 10 grains a day without any discomfort. When taken in acid solution one experienced 
a buzzing in the ears, showing that the quinine was acting efficiently. T have given my 
patients quinine in this form for the induction of labor. In the same way intravenously a 
much more rapid action is obtained, but IT have never attempted to give the drug intra- 
venously in these induction eases. 

Diu. Coaners P. Reep, Cureaco (elosing the disceussion).—There is little to add. Tt 
has been quite gratifying to note the kindliness with which the baw method of induction las 
been received, a kindliness which arises, no doubt, in large part from a polite self-restraint 
and is on that account the more appreciated, 

fam glad that Dr. Holmes has reported in this connection his case of prematurity in 
which induction of labor was urged. It is in just such badly studied cases that we realize 
the necessity of making, as a routine, those extra-uterine measurements of the intra-uterine 


child which IT have emphasized in my paper, 
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Dr. Josern B. DeLer, of Chicago, read a paper entitled The Prophylactic For- 
ceps Operation. (lor original article see page 34.) 


DISCUSSION 


Dr. J. WrirripGe WILLIAMS, BaLrimoere.—I am sorry to say that there are only two 
things in Dr, DeLee’s paper with which T entirely agree. The first is to allow the cervix to 
undergo spontaneous dilatation, and the second is the correctness of the general anatomical 
considerations which he has adduced. With the rest of it I do not agree. Doubtless Dr. 
DeLee, or the majority of those present can deliver women in the manner he has described 
and leave them in better condition than had they been delivered in the usual way by the aver- 
age practitioner. On the other hand, IT believe that if his practice were to become generat 
and widely adopted, women would be worse off eventually than had their labors been con- 
ducted by midwives, 

tecently I have inaugurated the practice of having all my patients come back to the 
hospital for reexamination one year after delivery in order to determine how they have 
stood the strain of labor, and what harm delivery has done them. In many instances, I 
have been greatly surprised to find that they are in far better shape than one has any right 
to anticipate, but on the other hand T am occasionally surprised to find how marked a de- 
gree of relaxation may follow an easy spentaneous primiparous labor. Furthermore, Tam 
quite convinced that if Dr. DeLee’s practice should become general, and the women were 
examined in a similar manner that they would be found to be worse off than the majority 
I see. 

Passing on to what Dr. DeLee has said concerning the treatment of the third stage of 
labor, I do not hesitate to state that I think he has been perniciously active. In the great 
majority of cases it is unnecessary to introduce the hand into the vagina, as in most pa- 
tients the fundus will be seen to rise up within ten minutes after the extrusion of the 
child, which indicates that the placenta has become separated from its area of attachment 
and lies in the distended lower uterine segment, while all that is necessary for its extrusion 
is the application of slight pressure above by the obstetrician, 

If | have understood Dr. DeLee correctly, it seems to me that he interferes 19 times 
too often out of 20. Of course what I say applies to normal Jabors, but cases of hemorrhage 
must be treated in a totally different manner, T therefore believe should his recommendation 
he generally adopted that it would do an immense amount of harm and far counterbalance the 


good which it may accomplish in his expert hands, 


PRESIDENT DiIcKINSON.—We have the great honor of having with us a distinguished 
English obstetrician, Dr. Eden, of London, whom I will ask to discuss this paper. 

Dr. THoMAS Watts Epen, LoNpoN, ENGLAND.—I doubt very much whether this is a 
prophylactic procedure that Dr. DeLee has deseribed to us. He says he is going to pre- 
vent something, Unless he prevents something we are in fear of, T do not think he has made 
out a case for his operation. He says he prevents laccration which will result in prolapse. 
He has made two or three admissions on the subject, however, which I think we should not 
overlook. In the first place, he says he vannot prevent injury which occurs to the peri- 
cervical fascia. We do not know it by that name in England, TI take it he meant the pubo- 
coceygeal fascia. He admits he cannot prevent injury of that which occurs from dilatation 
of the cervix, It is the injury to that fascia which is the cause of cystocele and his 
operation is claimed to prevent cystocele. He does the operation to prevent diastasis of the 
levator ani muscles and fascia which covers them, The time at which he does this is when 
the head reaches the pelvie floor, and T take it he cannot do the operation when the head 
presents at the valva. At the moment it is lving between the levator ani muscles which are 
already separated, but not to a maximum extent. He also admits by his experience that he 
cannot entirely control laceration, but more laceration occurs after he has already made the 
incision, It seems to me, therefore, he is not going to prevent very much by his procedure, 
He is performing an operation which will have no effeet in preventing a troublesome form 


of prolapse which we know occurs, and he can only partially prevent the form of pro- 
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Japse which may result from laceration of the cervix. The latter, unless deep and extending 
into a part of the rectum, is not followed by prolapse at all, and he is not going to pre- 
vent anything like a hundred per cent of cases. 

It seems to me, these are serious objections to the operation. T am in favor of mak- 
ing normal labor as simple a process as possible. We have to remember that the number 
of women in hospitals is small; the majority of women are confined in their own homes 
under the care of general practitioners, and the technic of Dr. DeLee is a hospital **stunt,’’ 
and not one for the general practitioner. It is not right, moreover, that hospital practice 
should entirely outrun contact with the general practitioner. His students are coming to 
the hospital, they see the operation, and it is all very well to tell them not to do it, but they 
will do it because they have seen it done, and the results will he very different from what they 
are in his hospital. We ought to make the conduct of normal labor as simple a matter as 
possible, beeause it will be from the standpoint of the country at large in the hands of 
comparatively unskilled men, and the harm which may be done by meddlesome midwifery, 
although his operation is designed to correct it, may in a few years become widespread. 
I have no objection to hospitals being kept to the front, but they ought not to get entirely 
out of touch with general practice. What is the matter, as a preventive, with properly 
sewing up the ordinary perineal laceration which is so frequently found?) If we taught 
students how to sew up these lacerations properly by vaginal stitching and taught them 
aseptic methods, in my opinion we would do more to prevent prolapse than by Dr. De Lee’s 
operation, 


Dr. Joun O. PoLak, Brookiyx, New YorK.—I think the point of Dr. DeLee’s paper 
is to distinguish between what is safe for a specialist to do and what is safe to teach stu- 
dents to do. T am in agreement with a great many of the points Dr. DeLee has brought 
out, particularly his use of an anodyne for the dilatation of the cervix, and this brings out 
the point that [ have inspected a very large number of cerviees after pituitrin has been used 
when the entire cervix has been effaced, and the diameter has been at least seven centi- 
meters, and have seen these cervices torn with a fresh tear extending up into the fornices. 

In regard to the delivery, he does save something. He saves more children by aus- 
cultation of the fetal heart when the head is on the pelvie floor than by discission of the 
pelvie floor, We have saved more children sinee we have adopted this routine in the last 
six years, 

I do not agree with his lateral discission. T do not believe from the results T have 
had with it that it compares with the suggestion Dr. Pomeroy brought forward before this 
Society of median discission, and these are the reasons: Union of a belly of a muscle cannot 
he obtained as can fascial union, Allowing the head to remain on the pelvie floor for a long 
time dilates, as the doctor has said, the median fascia, Furthermore, it does something 
else, it dilates the anterior fascia. T have seen women who have had spontaneous labor 
come back with eystocele as a result of the prolonged second stage of labor. As Dr. Pom- 
eroy has suggested, we now make a median diseission after stretching the sphincter in these 
eases, and we have as a result several hundred women with perineums and anterior pelvie 
fascia absolutely intact, such as we never had before. Since we have watched other men and 
have seen their results, Tam convinced that episiotomy is a prophylactic procedure hoth in 
the interest of the child and the woman’s pelvis, whether vou do it to the side, as Dr. 
DeLee does, or in the median line. 

I am not at all in accord with his teaching about the third stage of labor. While with 
the woman under an anesthetie T agree with him that you can push the placenta out, as a 
rule, it is far better to my mind, and you have less trouble, as was shown in the work we 
did some years ago, by letting the placenta alone. We got a minimum amount of hemor- 
rhage by leaving these placentas absolutely to themselves. Dr. Williams reports that the 
quantity of hemorrhage is in excess of what we have had. We have averaged a little less 
than 250 «.«. in a hundred eases, 


Dr, Henry T. Byrorp, Ciiesco.—t think the whole gist of the subjeet is that of Dr. 
DeLee recommending this procedure in all eases. There is no doubt but that this should he 


done in cases in which the fascia begins to separate and injury is going to occur. The fact 
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that so many cases get well of themselves where they are left to Nature shows that the 
procedure should be used in the individual case, not as a routine method. 

Dr. Epwarp P. Davis, PHILADELPHIA.—We should teach third and fourth year stu- 
dents how to deliver normal cases without interference, and tell them to wait twenty min- 
utes or half an hour for the placenta to come away. If a student has an abnormal ease 
of labor to deal with that is complicated, it is as grave a case as an ovarian tumor, and he 
should summon expert opinion, Then that patient should go to a hospital for forceps ap- 
plication, embryotomy, or other procedure. I cannot sce that the procedure advocated by 
Dr. DeLee is applicable. The fasciw do not become obstructed necessarily until labor is 
fully established. When natural labor begins, if anything is done, let it be done thoroughly 
and surgically under anesthesia, 


Dr. DELEE (closing the discussion).—I regret very much T did not have five minutes 
more to complete my paper because a number of points subsequently raised would have been 
clarified, 

First, as regards the danger of this operation and the matter of interference in nat- 
ural labor. T consider the operation T have described is much less dangerous than the use 
of pituitrin to induce labor and the use of bays to induce labor at term as has heen reecom- 
mended to you today. T consider these procedures much more radical interferences than the 
method I described. In the second place, one danger only exists, i.e., doctors who have no 
business to do the operation are going to do-it. That is unfortunate and unavoidable, and 
I will say no more about this phase of the subject. 

Women clamor for relief from the dangers and disabilities of childbirth and we have 
to afford them relief. They are tired out; they ave neurasthenic; they have backache, rectal 
and bladder trouble, and they say they never have been well since the baby was born, and we 
have to do something to prevent these bad sequele of labor, They even beg for Cesarean 
section to escape the dangers and pain of childbirth. They will tell you that Mrs, So-and-So 
who had a Cesarean section done, has no backeche, while they have. 

Regarding what Dr. Williams said about introducing the hand into the uterus; it is 
unnecessary to put the hand high into the uterus by this method, The placenta pouts down 
into the vagina under the influence of pituitrin and all vou have to do is to press on the 
fundus and it falls into the basin. Where it does not come ont of the vagina you put your 
hand into the cervix, and the placenta will slide down like the heel along a shoehorn, T am 
not afraid to put my hand into the uterus 

Regarding the remarks of Dr. Eden, if he had heard the rest of my paper he would 
have learned what incision of the pelvic floor and perineum prevents. It absolutely pre- 
vents cystocele. There is extreme circular tension of the fascia at the pelvie outlet; an 
incision in the posterior quadrant of the fascia relieves pressure on the pubouterine liga- 
ments, the subvesical or vaginal fascia (which is so important in the operation for cysto- 
ecle), and if the operation of prophylactic forceps does nothing else than to prevent cysto- 
cele, IT would present it to you with supreme confidence, 

Dr. Eden stated that the levator and pillars are already separated when T do the opera- 
tion. That is not so, The right time to perform the operation is when the levator ani just 
begins to feel the crushing effect of the head. 

About sewing up lecerations that oceur in naturai delivery, T wish to say that T have 
sewed up thousands of lacerations after delivery and have never been fully satisfied, and 
I claim no lack of skill; but when T sew up a perineotomy wound T can distinguish fascia and 
muscles beautifully, When T get a laceration to sew up where the head has been pound- 
ing and grinding the muscle lik» a piece of steak is pounded with a mallet, I cannot get good 
results, 

In what other respect is the procedure prophylactic? Where the baby’s head is 
crowded through a contracted brim you know what has happened to the brain and its ves- 
sels. There are minute and larger hemorrhages. The same is true when a head is driven 
through a tight outlet. 

In going over the history of primogeniture we learn that the first born had a high 
mortality and morbidity and that children of subsequent labors, not the first labors, were 


people who moved the world. Benjamin Franklin was the seventeenth child, 
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I say that this procedure saves the mother from exhaustion and hemorrhage. I dis- 
| 


agree with those who say that women may lese 500 ¢.¢ of blood with impunity. The less 
blood a woman loses at labor, the better. 
Dr. Byford said something about the number of cases that go through labor spontane- 


ously and have good perineums. I have yet to see an anatomically perfect perineum in a 
woman that has had a spontaneous delivery of a normally large child at term. I have 
had in the last two years over 200 private cases, and of this number 85 were forceps applica- 
tions, and 39 cases of prophylactic forceps. L do net do the operation in every case. Most 


of the cases of multipare with large pelves do not need prophylactic forceps. 


In the remarks made by Dr, Davis he implied that what we teach our students is 
different from what we practice, and IT agree that we should teach this method only to our 
advanced scholars. 


Dr. J. Wurrringe Wituiams, of Baltimore, read a paper on The Value of the 
Wassermann Reaction in Obstetrics based upon the Study of 4547 Con- 


secutive Observations. 

Dr. Williams said that in 1915 he studied the fetal and infantile deaths in a series of 
10,000 consecutive deliveries, and in his presidential address before the American Asso- 
ciation for the Prevention of Infant Mortality, stated that syphilis was the most  im- 
portant single cause and constituted the etiologic factor in 26 per cent of the deaths oecur- 
ring in his service between the end of the seventh month of pregnancy and the two weeks 
immediately following delivery. 


As the result of that study, he conclided that the most immediately fruitful field) for 
prenatal work lay in the earliest possible recognition of the existence of syphilis and its in- 
tensive treatment during pregnancy and that this could best be accomplished by 


making 
a Wassermann test upon every patient entering the service, 


Consequently, from April, 1916, 
to the present time a specimen of blood is withdrawn from every patient at her first visit to 
the dispensary, and if a positive Wassermann is obtained, she is subjected to intensive treat- 
ment in the hospital department of syphilis. Furthermore, in the hope of increasing 
our knowledge concerning the incidence of the disease, as well as its elinieal significance for 


the mother and child, a Wassermann is likewise made from a sample of fetal blood obtained 


from the cord immediately after delivery. Every placenta is weighed and de- 
scribed macroscopically, after which portions of it are hardened, cut, stained and = sub- 
jected to microscopie examination. Finally, whenever the child is born dead or dies within 
the first two weeks of the puerperium, every effort is made to secure an autopsy, at which 
particular attention is paid to the detection of syphilitie lesions, and a positive diagnosis 
is not made unless spirochetes can be demoustrated in the fetal organs. 
The present work is based upon the study along these lines of 4900 women and their 
children who were delivered in the Johns Hopkins service, out of 


April, 1916, and December 31, 1919. The patients were almost equally divided between 
whites and blacks, though the latter slightly 


1547 admissions, between 


predominated—IS30 and 2161, respectively. 
On this occasion he desired to refer incidentally to the part played by syphilis in the 
causation of fetal death, then to consider more fully the significance of the maternal and 


fetal Wassermann, next to take up briefly the value of the microseopie examination of 


the placenta in the detection of syphilis, and finally to say a few words concerning the status 
of Colles’ law. The subject of syphilis as a cause of fetal death was considered in detail in 
an article on ‘The Significance of Syphilis in Prenatal Care and in the Causation of Fetal 
Death,’’ which appeared in the Bulletiv of the Johus Hopkins Hospital, May, 1920, 

That article was based upon the study of 302 fetal deaths, 9 whites and 203. blacks, 


which occurred in the 4000 deliveries under consideration. It showed that syphilis was the 


most important single cause of death, and that it was responsible for 34.4 


per cent of the 
total number. These figures 


did not include the children discharged alive with hereditary 
syphilis, or those in whom the disease developed Jater. Furthermore, it was shown that 
syphilis was responsible for more than twice as many deaths as the next most important 
cause, namely, dystocia, as well as for nearly as many deaths as the next three most common 


~ 


SOCIETY TRANSACTIONS 81 


causes combined, namely, dystocia, toxemia, and prematurity. The figures indicated that 
these three causes were responsible for 37 per cent of the deaths as compared with 34.4 Tor 
syphilis. At the same time, he pointed out the great difference in the incidence of the dis- 
ease in the two races; syphilis being responsible for 12 out of the 99 white, as contrasted 
with 92 of the 203 black deaths, an incidence of 1 to 8, and 1 to 2, respectively. 

After these preliminary remarks, Dr, Williams took up the study of the significance 
of the Wassermann reaction in pregnant women, In the 4000 women delivered during the 
period under consideration, 449, or 11.2 per cent, presented a positive reaction during 
pregnancy. Its incidence was much greater in the black than in the white women, being 
16.29 per cent and 2.48 per cent, respectively. In other words a positive Wassermann was 
noted in every sixth colored woman, as compared with every fortieth white woman. 

What this means serologically, it is impossible to state at this time, but practically it 
means that in this material, about one baby in one hundred (43 out of 4000) will have syph- 
ilis even if the maternal Wassermann is negative. Consequently one is not justified in 
claiming that the most ideal prenatal care can entirely eradicate the disease as a cause of 
fetal death. Of course, in practice the results will not be quite so bad as here indicated, 
for the reason that the condition would probably be recognized after the birth of the first 
syphilitie child, when the mother would be properly treated with a reasonable prospect that. 
future children would be exempt from the disease, 

The practical bearing of this aspect of the problem may perhaps be elucidated by a 
little caleulation. For example, if it is assumed that 11 per cent of our women have @ 
positive Wassermann and that, without treatment one-half of their children would be syph- 
ilitie, we should expeet 55 syphilitie children in every 1000, plus 10 others (1 per cent), 
Which would be born of women with negative Wassermann, or a total of 65 per 1000, Con- 
sequently, our figures indicate that even though routine Wassermann tests were made early 
upon all pregnant women and efficient treatment instituted at once, only five sixths ideal 
results would be obtained. Of course, this would apply oniy to the first delivery in the 
service, as in women with negative Wassermanus the existence of syphilis would be de- 
tected after the birth of the first child, when treatment would be immediately instituted 
afterwards and be followed by excellent results in the future. 

Generally speaking, Dr. Williams felt justified in concluding that such a result should 
not discourage us, for if we were able to reduce the fetal mortality from syphilis by five 
sixths, its eventual incidence would seareely exceed 1 per cent, and it would be converted 
from the most common cause of fetal death into an infrequent one, 

Turning to the consideration of the significance of the fetal Wassermann at the time 
of delivery, the material shows that a positive result was obtained in 36 of the 4000 observa- 
tions, approximately 1 per cent. This means that only a small fraction of the children 
horn of mothers with a positive Wassermann present such a reaction, It should, however, 
be remembered that macerated children are not available for the tests, as their blood is 
already ‘‘laked.’’ 

In order to arrive at a conclusion as to the value of such investigations, an attempt 
was made to determine the fate of the 26 children concerned. For this purpose, they were 
visited at their homes, were subjected to a careful physical examination, and a sample of 
blood was removed in order that the Wassermann might be repeated. As three years had 
elapsed since the oldest cases had been discharged, it is not surprising that nine of them 
could not be located, thus leaving 29 available for consideration, Fourteen of the childrem 
died within the first month, mostly in the service, and in 12 of them syphilis was demon- 
strated. Five of the children developed elinieal syphilis later, while 10 others presented 
no clinical signs of the disease. In these a Wassermann repeated months or years after the 
original gave positive results in 5 children, while it was negative in the other five. 

In other words, out of the 29 children which presented a positive Wassermann at 
birth, 17 developed definite evidence of syphilis; 5 showed no clinical signs, but continued to 
have a positive Wassermann, while 7 showed no signs in association with a negative Was- 
sermann, Accepting the positive Wassermann as conclusive evidence of the existence of 
syphilis in the child, it appears that the primary reaction corresponded with the clinicak 
and anatomical findings in 76 per cent of the cases, 
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During the course of years, Dr. Williams became convinced from the routine micro- 
scopic study of the placenta that the syphilitic lesions occurring in it are extremely char- 
acteristic, and afford more conclusive evidence of the existence of syphilis than the demon- 
stration of a positive maternal Wassermann, and in general tally fairly closely with the 
autopsy findings in the child. For this reason he was curious to ascertain in how far the 
results of the present study would sustain such conclusions. 

From these calculations, it appears permissible to assume that the present investigation in- 
dieates that the microscopic examination of the placenta tallies with the clinical and ana- 
tomic findings in the child in from S80 to 90 per cent of the cases, which is in marked 
contrast to the 40 per cent obtained from a positive maternal Wassermann, Consequently, 
it was pleasing to find that this study confirms previous impressions, and indicates that the 
demonstration of the so-called Frankel’s disease in the placenta offers twice as great a 
probability of giving correct information concerning the condition of the child as a positive 
Wassermann on the part of the mother and, in the absence of a carefully conducted autopsy, 


constitutes the most reliable means of diagnosis at our disposal. 


DISCUSSION 


Dr. Grorck GeELLHORN, St. Lovis, Missovri.—The investigations of Dr. Williams will 
serve to settle definitely several mooted questions connected with the problem of syphilis 
in pregnancy. My own statistics obtained from a much smaller material reflect in all essen- 
tials the imposing figures of Dr. Williams. I will, therefore, not take the time to submit 
them in detail at this moment. T merely wish to inquire in regard to two points made by Dr. 
Williams. The first concerns the ocensional birth of a syphilitic child by an apparently 
healthy (Wassermann negative) mother, As vou have just heard, Dr. Williams inclines to 
the possibility of a gradual immunization of the mother by the continuous casting off of 
antibodies or chorionic villi into the materna! cireulation, But T still prefer to consider 
Colles’ law as incompatible with our conceptions of the pathology of syphilis. I prefer to 
explain it by such eecentricities of the Wassermann reaction with which Maud Menten made 
us aequainted about two years ago. As you remember Menten found in a considerable per- 
centage of her cases that a strongly positive Wassermann would turn into a negative one 
immediately upon delivery, and this happened irrespective of whether or not the patient 
had received treatment. 

The second point is of even greater practical importance, The excellent results of 
Dr. Williams with energetic treatment during pregnaney should forever quict the fears of 
those who object to such treatment because of danger to the child. It may be that so.ie 
children are born dead in spite of the treatment, but such instances do not mean a real loss 
to society, On the contrary, they relieve the parents and the community of a serious burden, 
But there is a much wider outlook to the whole question, We know that our homes for the 
feeble-minded, our asylums for the blind and deaf, our houses of correction, and our jails are 
peopled with congenital syphilities. Is it possible to reclaim at least a number of these 
unfortunate ones for society? A Swedish physician, Dr. Welander, a man of deep humanity 
und wide vision, was to my knowledge the first to attack this problem. He founded, in 1900, 
a home for hereditary syphilities, and “found that if energetic treatment was instituted 
early enough and continued for four or five years, a very large proportion of his little pa- 
tients measured up to healthy children, physieally, intellectually and morally. Welander’s 
example was emulated in Germany both ly private and municipal initiative and here, too, 
favorable results were observed, 

At the Children’s Hospital in St. Louis similar efforts have been made for the last 
four or five vears and Dr. Jeans, who conducts the work, expressed himself very optimis- 
tically to me. The one thing all these pediatricians deplore, is the faet that they do not get 
the children early enough, but if Dr. Williams’ plan be systematically carried out by all 
obstetricians, 


all babies would get their first treatment in utero and before the disease 


has 
had time to make headway, They would thus get 


a proper start in life and the obstetrician 
by anticipating the work of the pediatrician, would benefit not only the individual but the 
entire race, Let us, then, support by all means the appeal of Dr. Williams for the efficient 
treatment of syphilis during pregnancy. 


| 

| 
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Dr. REUBEN PETERSON, ANN ARBOR, MICHIGAN.—When I received notice that Dr. 
Williams was to read a paper on this subject, I tried to get some statistics from our clinic, 
inasmuch as we have been interested for a number of years in this question. Unfortunately 
I was unable to obtain all the data T desired. However, the data T have collected I thought 
might be of interest, as they include the Wassermanns from a large number of patients 
admitted to the hospital, besides the patients in ihe obstetrie and gynecologic clinic. 

It would seem at first that it might be difficult to obtain a Wassermann from every 
patient admitted to a large hospital. We have found no difficulty whatever at the Uni- 
versity Hospital. When patients apply for admission a Wassermann is taken in every in- 
stance and this procedure shows some rather interesting findings. The examinations include 
patients from all departments. There are a number of patients distinetly syphilitic apply- 
ing to the department of dermatology, but still there are large numbers in the general hos- 
pital who show positive Wassermanns. Out of 5965 patients admitted in six months, there 
were positive Wassermanns in 19.6 per cent. That is a surprisingly large percentage accord- 
ing to mv reading. 

Turning to the Department of Obstetries and Gynecology, there were 1348, a compara- 
tively small number as compared with Dr. Williams clinic. It is interesting, however, to 
check up on Dr, Williams’ statist‘es, as only occasionally do we have a colored patient, Our 
statistics show that there were 642 Wassermanns taken of the mothers, with 44 positives, or 
6.4 per cent. 

Turning to the children (in the obstetric’ department of the clinie) we find that of 
671 children examined, practically the same number were positive, that is, 6.7 per cent. If 
IT am correct, this is a much larger percentage than Dr. Williams obtained. 3ut in the 
women applying to the gynecologic clinic, we find that in 1247 examinations there were 114 
positive Wassermanns. In other words, the women who applied for treatment, for diagnosis, 
and so on, in this clinic showed a“ per cent higher rate than in the obsterri¢e clinic, which 
Was surprising to us, for we thought the ratio in the obstetrie clinie would be larger than 
that in the gynecologic clinie because a large proportion of the children born of these women 
are illegitimate. 

I also have had a record made of every placenta examined microscopically, and T am 
quite sure without investigating these cases the results will bear out what Dr. Williams has 
stated, namely, that the Wassermann is only a check. It is a stimulus to investigation, 
but the real knowledge of whether a woman is syphilitic will come hetter from an exam- 
ination of the placenta than from the Wassermann because there are so many factors in 
the Wassermann examination that contribute to make it doubtful. 

Dr. JoHN O, Brooki yx, NEw York.—In our prenatal clinic, at the Long Is- 
land College Hospital, largely through the werk of my associate Dr. Beck, we have been making 
Wassermanns in every patient who applies. It is interesting to note that a history of syphilis 
has had little value in our investigations save in the cases where there has been a history of 
repeated miscarriage and, unless a reutine Wassermann is made on every patient who ap- 
plies to the prenatal clinic, syphilitie cases may escape notice. We tried for a number of 
years to make Wassermanns on suspected cases and have been surprised to see how few 
reactions we obtained, but sinee we have been making a routine Wassermann of every pre- 
natal case, our statistics are similar to Dr. Peterson’s, We are dealing with white women; 
we have very few colored women, and we have about 6 per cent of positive Wassermanns, 
Where a positive Wassermann results, the test is repeated as we have found there is a dis- 
crepancy in the Wassermanns unless they are reps ated, always twice, sometimes oftener, 
We have only checked up the positive Wassermanns that have come back after two positive 
examinations. 

Another point of considerable interest is this: Immediately on the discovery of a 
positive Wassermann in a pregnant woman, no matter at what stage of pregnancy she is, we 
should give her salvarsan, even if it is a week before labor. It has been brought to our 
attention that women who have hed positive Wassermanns and who have had an injection of 
salvarsan prior to their delivery give birth to a child which is more likely to survive, for the 
baby has received prenatal treatment and is net so likely to succumb to the pneumonias and 
other conditions prevalent in the first week or so after delivery. 


| 
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One other interesting fact is that during the last year wherever women had a positive 


Wassermann and received salvarsan, we have had only one stillborn child due to syphilis. 


Dr. Havonp Varney, New York Crry.—This subject is so important from the stand- 
point of the reduction of stillbirths that, it seems to me, we should have a little more data 
regarding the problem of the child and what will be the future of these children we have 
saved, and how far shall our advice go with reference to further treatment. We have had 
three instances in the past month in the Bellevue Hospital service, in two of which the diag- 
nosis of spirochetw: was made by the microscope with dark field, with apparently normal 
children, and one woman with a positive Wassermann with a normal child. The question is, 
how far shall our trentment extend with negative Wassermanns in these babies?) There will 
come a time when these Wessermanns will become positive in the infants and they should 
be treated as syphilitic infants. Shall we inject salvarsan into the longitudinal sinus of 


the baby, or adopt the mereury inunction method, which is seldom followed out? 


Dre. WILLIAMS (closing the diseussien) —It is very interesting to hear that Dr. Peterson 
observed a much higher incidence of positive Wassermann reactions in his white women in 
Michigan than we have in Baltimore. I cannot account for it, except that in a general way 
it confirms the experience of his colleague in pathology (Trofessor Warthin) who found if 
} remember correctly that 40 per cent of all the autepsies which he performed in Michigan 
showed signs of syphilis. If he is correct, it wouid seem that Dr. Peterson’s figures are sur- 
prisingly small, 

In regard to whet Dr. Poluk has said, [ can only endorse his statement that in a large 
number of eases we were unable to elicit a definite history of infection, as in our entire 
series we could obtain a history of a primary sore in only a small number of cases, while a 
history of secondary or tertiary lesions was lacking in SO per cent of the patients. In other 
words, it is my experience that if we were to rely upon the history alone, four-fifths of the 
patients would escape treatment. 

Regarding repeated Wassermanns, TI can onty say that they are repeatedly made upon 
our patients, for, whenever they present a positive Wassermann, they are not treated by us, 
but by the department of syphilis of the hospital. In that service a Wassermann is taken 
with each dose of salvarsan, so that in the patients who are efficiently treated, we have a 
large number of controls. After the patient has had six salvarsan injeecions she is given a 
course of mercurial treatment, and if at its conclusion the Wassermann is still positive, another 
course of salvarsan is given, 

In general, | think that the most important fact derived from our investigations is the 
very wonderful results which we obtain from efiicient prenatal care, and my paper shows 
that one of the important duties of the prenatal clinie is to detect the existence of syphilis 
at the very earliest possible period of pregnaney and to treat it energetically. In my ex- 
perience the difiicnlty exists net in making the diagnosis, but in persuading the women to 
return at regular intervals for treatment As we have developed this work, it has been 
necessary to increase greatly the number of prenatal workers, so as te educate the women 
to return regularly. After delivery the cases are followed up to ascertain what happens to 
the mother and the child, end the amount of work which is required to get ideal results in 


this respect is appalling, 


— 
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Dr. Joun A. McGuinn, of Philadelphia, read a paper entitled Extraperitoneal 
Cesarean Section. (For original article see page 45.) 


DISCUSSION 


Dr. JoUN O. PoLak, BrookLyx, New Yor«.—After the arraignment Dr. MeGlinn has 
made of extraperitoneal procedures, I have some hesitancy in opening this discussion. 

I have had no experience with the true extraperitoneal operation, The last one per- 
formed in our clinie was done by the late Dr. Skene and the last one I saw performed was 
about a year ago at the New York Lying-In Hospital. When I saw Dr. Skene do the operation 
it impressed me as a bloody procedure, done out of sight, and had none of the advantages that 
a surgical procedure should have, 

We have done a very large number of classical Cesarean sections, and we feel that 
there are some objections to it. We have reopened 17 of these classical cases. We studied 
the scars in these 17 cases; we found adhesions of the intestines to the sear in 5; we found 
weakened sears in 12 covered by omental attachments. Fer this reason and on account of 
the morbidity we were getting, we analyzed our cases and at the suggestion of Dr. Beck we 
have done a modification of the Krénig operation. We believe that infection does not come 
from the spill; we believe any surgeon ean protect the abdomen from the spill in the classical 
operation, 

We furthermore believe that infection comés from the endometrium and in our autopsy 
observations after the classical operations, where the patients have died of peritonitis, we found 
that along the suture line we had the same picture that presents itself when we have sup- 
puration of the abdominal wound around silkworm gut suture. The infection came from the 
endometrium, which is admitted to be the most frequent site of infection of the uterus. 
It is the carrying in of the flora from the vagina into the uterus that gives rise to the 
endometritis and the suture carries it through to the peritoneum, After doing a number 
of Kronig operations, tried the Veit-Promme-Hirst operation, but found we did not pro- 
tect the peritoneum so we are now doing Beck’s modification of the Krénig. We have the 
scar low down under the bladder reflection and, as a result these patients do not have ad- 
hesions and convalescence is smoother, 

Another point of great interest is that we have done this operation in the frankly in- 
fected cases, We have no instance of dystocia in cases where we have resorted to this pro- 
eedure, In an experience of 260 classical operations we have only had to do 2 Porro opera- 
tions, IT do not believe the universal principle that has heen taught that in each case of 
infection a Porro operation is the only thing to do, is confirmed by our experience, The 
principal point to my mind of the transperitoneal operation is that those patients who are 
suspected of being infected een have their uteri saved, 

In regard to rupture, all of us have done anterior vaginal hysterotomy; all of us have 
effected subsequent deliveries through the sear. What is the difference between a low opera- 
tion and vaginal procedure? Rupture through the sear in this location is not a serious: 
matter as the rupture is under the bladder reflection, We have seen them dilate; some of 
them rupture, but we have never seen o fatality in these cases and we have done a large 
number, 


Dr. Josepn B. DeELEE, Ciicaco I am much interested in these newer forms of Cesa- 


rean section. T have given up true extraperitoneal section, that is, where the peritoneum is 
preserved and no opening made into the peritonenl cavity. I have noticed, too, in reading 


the Jater European literature that over there the extraperitonal Cesarean operation is being 
displaced by the low cervical Cesarean, and the high or corporeal, or old classic, Saenger, or 
as it should be called the Saenger-corporeal or fundsl-Cesarean section, is discarded for the 
low cervieal, J the tow cervical Cesarean section has distinet advantages over the 
classical and T perform it in nearly every case except for certain conditions. These con- 
ditions are getting fewer, 

IT would like to ask Dr. MeGlinn if in the course of his study of the literature he has 
found a single case of rupture of the uterus after cervical Cesarean section? Considering 


the thousands of operations that have been done already, we ought to have some cases of 
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rupture of the uterus. T have come across three cases of rupture of the uterus. In two 
reported by Kiistner, the rupture was in a portion of the incision which had extended into 
the fundus. The other of the three was in a woman who had had a Cesarean section, went 
into labor and burst the uterus, not at the site of the incision, but to one side. I would be 
glad to get a report of some authentic cases of rupture of the uterus. 

I have done 50 cervical Cesarean sections where the cut lies in the same location, and T 
have not yet had a case return to me or a report of rupture of the cervical sear. 

Dr. MeGlinn made the statement that the operation cannot be dene in placenta previa, 
I used to think so too, L[ discovered a placenta previa in a case the other day in which I 
resorted to cervical section. There was less hemorrhage in this case than in some cases where 
there is no placenta previa. 

Lichtenstein in 1919 reported on iow cervical Cesarean section, and in 4 of his cases 
the placenta was attached to the anterior wall AJ] recovered. We have had 50 Cesarean 
sections of the low cervical variety and no deaths except in one case, and T feel T should 
have done a craniotomy in that instance, The woman was in labor four days; she had a 
hlood pressure of 208 mm., with albumin and casts in the urine. Her urine was smoky. She 
had intertrigo all over the abdomen, The head could net engage. She weighed 278 pounds, 
As I have said, IT should have done a craniotomy in this case. This woman died of peri- 
tonitis. T expected too much from the operation. All the other cases made fine recoveries. 
Two had suppuration. 

Dr. MeGlinn said that this eperation will never generally be adopted, This is prob- 
ably true of the extraperitoneal method, Our German confreres are performing this opera- 
tion in cases that are frankly infected, Tn 500 cases reported ly 4 operators, the mortality 
was 24% per cent. The absence of adhesions in these cases is remarkable. It has been 
stated that the operation cannot be done on the same patient twice, That is not true. T 
have done it on two patients twice. Litehenstein has done it three times on a number of 
patients. In my two cases the peritoneum hardiv showed the sear. 

I wish to suggest a little improvement in the technic. Tf vou make a careful dissee- 
tion of the peritoneum downward off the anterior wall of the uterus where it reflects on the 
bladder, if before vou cut into the uterus you move the tissues a little, you will see a dis- 
tinct laver of fascia. You ean slit the fascia down individually or you ean make a cut into 
the uterus, cutting the fascia at the same time as you do the muscle of the cervix. When you 
come to sew it up you do it in the same anatomie manner. In the last three or four cases 
I made a separate line of sutures in the fascia, so that there were two rows of sutures in 
the cervix, one row in the fascia, and a flap of peritoneum, which is a great protection 
against leakage from the uterus, and gives the firmest possible uterine sear. 

Dr. Epwarp P. Davis, Putmapentpiia.—One of the worst cases T have ever seen was 
a Cessrean section done by myself on a woman upon whom previously this kind of extraperi- 
toneal operation had been done by a skillful surgeon. The adhesions were the most extensive 
[T have ever seen in any abdomen. T would therefore question the statement made that ad- 
hesions cannot form after the operation, Extraperitoneal Cesarean section is evidently a 
practical impossibility, but it is a curious thing that a few months ago the old Thomas 
elytrotomy was actually in process of revival and was being done in this country, so that 
there is a great tendency to seek some method of extraperitoneal operation. It should only 
he done in very difficuit cases, but even then it cannot be considered dependable, 

Much has been said concerning infection. Tow ean you deliver a woman who has heen 
long in labor and dangerously and possibly fatally infected?) If you attempt to make bhae- 
terial culture, must you judge by the appearance of the decidua or the odor? T ean only 
say that in a considerable number of eases of suspected women in doing the classic section 
the uterus has been drained by packing carried through the vagina. Ergot and strychnine 
have been given hypodermically to induce firm uterine contractions. These women have had 
sapremia, have lived, and maintained the function of reproduction, While that is a gamble, 
are not many surgical operations in some sense a gamble? In the frankly infected cases T 
think the majority of us are agreed that safety lies in one direction, if infection can be ad- 
mitted to he present, namely, we should resort to section with the amputation of the uterus 
and leaving the stump outside of the peritoneal cavity. 
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I should be glad to see any practical demonstration of the value of the transperi- 


toneal section, but I believe extraperitoneal section has proved a practical impossibility. 


Dr. RepotpH W. Horumes, Ciicaco.— My whole experience has been negative in the 
employment of the newer methods of Cesarean section. I may be erroneously satisfied with 
my own work, but I feel that the dangers do not rise or fall by any particular method or 
technic of operation, but are directly due to the conditions present before, during, and after 
operation, I have always eventrated the uterus, packing off the bowel, and closing the 
abdominal wound behind the uterus by means cf a bullet forceps, have always torn open the 
uterus after a preliminary outline by means of a scalpel. I have now a considerable series 
without any mortality. Essentially, the plan I follow was instituted about fifteen years ago; 
in the previous years I had three fatalities in the first ten sections. I have never performed 
a section on the pelvic indication before labor, except it be a repeater or there was an ab- 
solute indication, unless there had been a thorough test of labor. My experience convinces 
me that the mere length, prolongation, of labor places no jeopardy upon the mother or baby, 
provided her vital forces have not been sapped, as shown by a rapid pulse, elevation of tem- 
perature, or the facies of exhaustion, nor upon the child provided the heart tones have not 
radically altered in character. A truly tired woman is not a safe risk for any operation. 
1 have done Cesareans when the membranes have been ruptured many hours, even in one in 
Which they ruptured nearly three days before without any unhappy reaction during the post- 
operative period, In fact, IT am convinced that a true test of labor is not given the woman 
unless the membranes have ruptured. It should be an obstetric aphorism that an obstetri- 
cian should determine the possibility of the necessity for a Cesarean section as a mental 
reservation the last days of pregnancy, If this is done, she being held as a specially pre- 
ferred risk, if uo vaginal examinations are made, and if control of labor is obtained by 
rectal touch and abdominal palpation (and the stethoscope), matters may continue into the 
second stage, after the membranes have ruptured, without jeopardy to the mother or child, 
Further, it is surprising how frequently it will follow that such women will have spontaneous 
labors, or at most a forceps operation of expediency, Labor in women with minor pelvic 
contraction, with some evident slight pelvo-fetal disproportion, so conducted will only exhibit 
a small minority who require Cesarean, 

The whole sum and substance of the problem is not to stir up the bacterial content of 
the vagina by vaginal examinations. If infection be suspected, the peritoneum can_ better 
dispose of the potential infection than the cellular tissue. Opening up cellular spaces by 
the newer methods, [ believe, endangers the woman more than it prevents trouble, and 
needlessly complicates the technic, The next two or three years will prove whether these 
newer, or better rejuvenation of old methods, are not signs of our progress in the fads and 
fancies of obstetric practice. All the available statistics preve that Cesarean sections are 
followed by vulnerable sears in the proportion of 16 per cent: the menace of their rupture is 
a serious problem for him who attempts to conduct a later labor by spontaneous effort on 
the part of the mother. 

The second serious problem is the inevitable liability or probability of adhesions which 
may cause subsequent distress, Fortunately, in all my sections, so far as I know, I had no 
such complications, though in the repeated sections, adhesions were found in all with one 
exception, 


Dr. McGLINN (closing the discussion).—I am rather free to confess that had T looked 
up the literature on extraperitoneal Cesarean section before writing my paper, T would not 
have written it. However, after listening to private conversations and discussions in refer- 
ence to extraperitoneal Cesarean section, and such absurd claims having been made for this 
operation, IT was led to write the paper. 

I have great sympathy for Dr. DeLee because he did not have time to finish the read- 
ing of his paper and consequently the points which he intended to bring out he was unable 
to do, on account of Jack ef time. IT have lost my sympathy for him now because while I 
hurried through my paper, IT am afraid he did not listen attentively to what I was reading, 
I tried to make a specifie differentiation in my paper between extraperitoneal Cesarean see- 


tion and the transperitoneal Cesarean section, and I still say that in civil surgery of acei- 
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dents extraperitoneal Cesarean section, with its difficulties, will never be acecpted.  Trans- 
peritoneal Cesarean section, or the modification as proposed by Dr. Beck, I do believe 
will meet with general acceptance because incision through the body of the uterus certainly 
lias disadvantages that incision through the lower uterine segment does not have. 

Iam not aware of any eases of rupture of the uterus below the uterine scar, There 
have been a number of references made to such a thing, but the literature has not been 
available to us at the present time or before the writing of my paper. 

Dr. DeLee cited the rarity of rupture after vaginal Cesarean section. In the vaginal 
Cesarean sections which I have seen performed, if you incise the uterus in exactly the same 
place where you incise after transperitoneal Cesarean section, then T have never seen a properly 
performed vaginal Cesarean section, or a proper transperitoneal Cesarean section, because in 
the vaginal Cesarean section vou go through the cervix, deflect the bladder up but do not 
open up the peritoneal cavity, whereas in the transperitoneal Cesarean section you make the 
incision close to the scar which has been referred to in the literature as quite likely to oceur. 
Undoubtedly there are some cases of rupture of the uterus although I have not been able 
to find them. 

So far as placenta previa is concerned, the operation has been repeated several times 
in enses of placenta previa. 

In reference to the impossibility of performing the opcration, T did not say it should 
not be performed at all, but it should be done under positive indications, In the majority 
of cases it cannot be performed and that holds true with reference to extraperitoneal Cesa- 
rean section, and not to transperitoneal Cesarean section at all. 

I believe so far as the value of the transperitoneal section in the frankly infected cases 
is concerned, the only protection we have is in the proper peritonealization of the wound. 
You can do the Beck operation and avoid the difficulties of adhesions and intestinal complica- 
tions. It fulfills the place of the transperitoneal Cesarean section beeause any surgeon 
ean wall off the peritoneal cavity as effectively as with transperitoneal Cesarean section. The 
operation mects every indication the same as the transperitonenl Cesarean section, it is 
easier to perform, and one that is alsolutely shorn of difficulties. The Beck operation has 
a place in obstetries at the present time, It is a great advance over the old Saenger opera- 
tion with the incision made in the body of the uterus, 


Dr. Ilvco Enrenrest, of St. Louis, Mo., presented a paper entitled Recent 
Progress in Obstetrics and Gynecology. 


This contribution will be made the basis of collective reviews, the first 
of which appears in this number, page 105. 


Dr. Thomas J. Warkins, of Chicago, Il., read a paper entitled The Treatment 
of Suppurating Wounds Following Abdominal Section. 


After commenting on the frequency of infected wounds when it is necessary to operate 
in acute abdominal conditions, Dr. Watkins called attention to the danger of contamination 
in cases of cancer of the cervix, especially when advanced and also in hysterectomices when a 
fibroid polypus protrudes into the vagina, The statistics on operation for cancer of the cervix 
emphasizes the great importance of thorough cleansing of the vaginal canal and cauterization 
of the cervix before making the abdominal section. Where a submucous infected polypus 
is present, it is important to remove the same at least two weeks before doing a hysterectomy. 
Where suppuration is anticipated, it has been customary to establish vaginal drainage with 
the hope of protecting the abdominal contents from infection, but Dr. Watkins stated that 
his experience with this procedure had been disappointing, 

Ile believes that the general principles of treatment of infected abdominal wounds is 


the same as other wounds in other parts of the body and stated his conviction that the general 


custom is to overemphasize their treatment and consequently to delay repair, to unnecessarily 


disturb the patient and to impair the strength of the abdominal wall. In the treatment of 
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these wounds it is well to bear in mind that the infection does not long remain loealized and 
that cases which do not suppurate are often quite as acute and prolonged as cases which de- 
velop suppuration. The presence of pus is, therefore, not of paramount importance. In 
many instances the treatment of the systemic infection is more important than the direct 
treatment of the wound and the possibility of spontaneous autovaccination and destruction 
of the bacteria by their own toxins is worthy of consideration. The treatment 
by Dr. Watkins is as follows: No sutures are removed until the 


recommended 
wound is healed unless 
this is made necessary by extensive cutting of the sutures into the tissues. No drainage is 
inserted and no probing permitted. Moist dressings of boric acid solutioa are kept contin- 
uously over the wound as long as it remains reddened or indurated, care being taken that 
maceration does not result. A large amount of drainage can effectively take place through 
a small opening with the use of these dressings. Antiseptics are not indicated except in 
wounds which contain considerable necrotic tissue, when the chlorinated solutions are of value. 
No exception is made in cases of infected wounds complicated by intestinal fistulae. Drains 
are not employed at any time. An important feature of this treatment is that no pain is 
inflicted and the patient is disturbed very little. 

Dr. Watkins stated that he had been using this method for about tifteen years and in 
his experience the results have been better than where more energetic treatment was employed. 
The abdominal wall has invariably been as strong as in those cases where no suppuration 
took place. After reporting two cases in detail Dr. Watkins presented the following summary 
of his procedure: 1. No sutures are removed on account of suppuration. 2. No 
inserted. 3. No probing permitted. 4. 


drains 
Wet boric dressings are kept continuously applied 
until induration and excessive redness of the wound disappear. 5. Experience shows that this 
treatment secures efficient drainage. 6. No appreciable cavity is present at the site of 
suppuration when the wound is draining; intraabdominal and atmospherie pressure keep the 
suppurating surfaces in relative apposition. 7, 


When drainage ceases no open wound exists. 
8. 


Experience extending over fifteen years has demonstrated that with the above treatment 

the infected wounds have healed in less time, the patients have been much less disturbed, and the 

abdominal wound has been left much stronger than where energetic treatment was employed. 
DISCUSSION 

Dr. THomas Warts EpEN, of Loxpon, ENGLAND.—TI do not understand the principle 
on Which his treatment is based but I infer that Dr. Watkins attaches a great deal of impor- 
tance to the question of general systemic infection in the ease of infected wounds and that 
therefore this treatment need not be very active. While that may be true, one’s experience 
clinieally is that when the local condition is relieved the general condition is at onee 
relieved; that is to say, if one can relieve tension in a suppurating wound the general 
condition improves at once. He goes rather on the other plan and tries to relieve systemic 
infection before he relieves tension in his wounds. I would like to know the scientific 
basis for that assumption. 

A general surgical principle concerning which we are all agreed and act upon is that free 
drainage is necessary for suppurating wounds and, although what he said about the use of 
antiseptics in wounds may have some justification, I think the experience of war surgery 
is that such wounds do not do well unless they are laid freely open, so that they can be 
freely drained and irrigated. We ought to apply simple surgical principles to infected 
abdominal wounds and it is a departure from principle to leave wounds locked up and 
not allow free drainage. The treatment we adopt in some cases depends a good deal 
upon the organism which is present. An ordinary staphylococcic infection will clear up 
under very simple treatment. Streptococcic infections are more serious, If there is a 
bacillus coli infection of the wound the proposition is even more serious. It is my prae- 
tice to have a bacteriologic examination made at once of any pus that appears, and a 
good deal depends upon what we find, In streptococci and bacillus coli infections it is 
necessary to open up the wound widely. If you do that and irrigate freely, the wound 
will clear up, and then you can resuture it. I consider this the best treatment to adopt. 

De. Brerraver, New York Ciry.—I agree with Dr. Eden that we should al- 
Ways treat these cases according to the principles of free drainage. 


~ OO THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


What I was especially interested in and had hoped to hear explained was Dr. 
Watkins’ statement regarding immunization. 


Dr. A, McGuinn, Watkins’ analogy between infected ab- 


dominal wounds and acute infections of the chest, which the general surgeon has learned 
to let alone, is not well drawn, because if there was ever a lot of nonsense written about 
delayed operation it was in reference to delayed operation in cases of empyema. The 
advantage of delayed operation has been shown and published reports proved that some 
surgeons were operating at certain camps before the patients had empyema at all; in 
fact they were operating in cases of pneumonia, doing a simple thoracotomy or rib resee- 
tion and subsequently the patients died. 

Another fact to be noted is that the tremendous mortality following operation, was 
at the height of the influenza epidemic. When the infection began to subside and pa- 
tient did not die from the primary infection, the surgeons could operate on these cases 
and a certain percentage would get well. As the infection became less and less, the 
majority of patients got well after operation, so that the analogy between the earlier 
drainage of the chest and delayed operations on the chest does not hold in these particular 
eases. Dr, Watkins allows Nature to do for him by drainage, what we have attempted 
to do early in the treatment of wounds, namely, to establish free drainage. In the past 
the use of antiseptics to sterilize a wound was not of great value, but certainly with the 
advent of the newer class of antisepties that does not hold true. 

As Dr. Eden says, free drainage and prompt sterilization will enable us to clean 
up the wounds, suture them promptly and get union by primary intention, That has 
been my experience in these abdominal infections, opening the wounds, establishing free 
drainage, and sterilizing the wounds with chlorolyptol, which is a chlorinated eucalyp- 
tus oil, or with Dakin’s oil, or if there is necrotic tissue, with the hypochlorite solution, 
and either binding the wound up after a bacterial count is made, or simply strapping the 
wound carefully with adhesive plaster. In this way we are able to get as good results 
as Dr. Watkins showed and in a shorter space of time. I have had wounds heal abso- 
lutely in five days after opening them up and after sterilization and strapping them per- 
fectly with adhesive plaster. 


Dr. Cartes G, Ciitp, Jr, New Ciry.—I shall coniine my remarks to two 
points, prophylaxis, and wound closure. It has been my experience that the material used 
in the wound closure has a great deal to do with infection. I do not believe absorbable 
suture material has any place in the closure of abdominal incisions. It is notoriously un- 
certain in its tensile strength and predisposes both primarily and secondarily to post- 
operative hernia. In the second place, absorbable material used as a suture, if it has any 
advantage at all it is its absorbability, which is notoriously uncertain, sometimes taking 
from thirty to forty days. An important point in wound closure is the fact that before 
such material can fulfil the vaunted virtue of absorbability, it must be converted into a 
soluble gelatin. 

Gelatin is an excellent culture medium upon which bacteria readiiy grow, especially 
when backed up by normal tissue secretions, The tissues when in a normal or approxi- 
mately normal state, will readily take care of a small amount of infection if the wound 
has been closed, with not infectable, and this means not absorbable, suture material, and 
is free from devitalized tissue. It is a different story when the wound contains trau- 
matized tissue, in foci produced by strangulating sutures. Such a wound is an easy prey 
to infection. The wound should be closed with nonabsorbable material and it should be 
noninfeetive and permit of removal subsequently. 

The method I prefer is continuous mattress sutures of silkworm gut or one of its 
substitutes, both for the peritoneum, fascia, and skin, with the ends brought out through 
the angles of the incision. These sutures are removed from the tenth to the fourteenth 
day. When IT gave up the use of absorbable suture material my percentage of primary 
wound union immediately jumped from less than 80 to between 96 and 98 per cent, where 
it has remained since that time. When the wound is once infeeted, the relief of suture 
tension and free drainage are the important points. 
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Dr. Brooke M. ANSPACH, PHILADELPHIA.—I appreciate Dr. Watkins’ point in the con- 
servative treatment of infected wounds. There is also much to be said in favor of free 
drainage, but in the early stage of an infection, unless drainage is very carefully made, 
much harm may be done. I have more than once thought that a comparatively simple 
infection was made a serious one by too vigorous treatment. In the early stage it seems 
to me the use of heat in the form of an old-fashioned poultice, will localize the infection. 
After that, opening up the superficial layers and letting out pus will promote rapid recovery 
and healing. 

There is one thing that has not been mentioned that I have used a couple of times 
With success, in wounds which, in spite of drainage and systemic treatment, will not heal. 
I have seen good results from the use of vaccines in these cases. 


Dr. J. WesLEY Bover, Wasiinerox, D, C.—I think the prophylactic treatment in- 
fection is important. One ease Dr, Watkins presented was of cancer of the cervix, It 
seems to me, we can easily provide against anything but the rarest infections in this man- 
ner by not removing the diseased tissue through the abdominal opening, but by separat- 
ing it from above, pushing it down through the vulva, and removing it in that way after 
the abdominal wound has been closed. This procedure I have followed since March, 1898, 
following a paper of Dr. Werder on the treatment of cancer of the uterus which appeared 
in the American Journal of Obstetrics and Diseases of Women, February, 1898. There is 
no danger of infection of the abdominal wound if this procedure is employed. 

I take exception to the remarks of those who insist that absorbable suture material, 
such as iodine catgut, properly prepared, for closing abdominal wounds, is not the proper 
thing. I probably do not use in one-tenth of one per cent of my abdominal cases any 
nonabsorbable suture material in which I have had infection. In those cases in which I 
expected infection I have followed the plan of closing the peritoneum with a purse string 
suture and deluging the wound with 2 per cent permanganate solution, suturing it up in 
layers, closing it with buried sutures, but with no suture through the skin at all. In those 
in which I expected infection I have secured union, and in those in which I obtained a 
slight infection in recent years, I considered that they were perfectly clean. 

Some drainage is an advisable thing. We should be thankful for the opening which 
has occurred if suppuration occurs. By changing the position of the patient, drainage is 
favored, 


Dr. Epwarp REYNOLDS, Bosron.—lIt scems to me that some of the difference of opinion 
is from lack of discrimination, These are not war wounds. Most of our postoperative 
suppurations are of very mild degree. If such wounds present a purulent secretion the 
great majority of them will eventually get well if let alone, 

Many of these suppurations originate from a bit of necrotic tissue somewhere in the 
wound, and I have for many years employed a preparation known as ‘*eazymol,’? which is 
a digestive ferment. Whenever I get a necrotic wound, I put pressure on it, empty it of 
its own fluids, and pour in a little of the ‘‘enzymol’’ to fill the wound up, making ap- 
proximately a 50 per cent solution, It is amazing how rapidly the necrosis will disappear 
and leave clean granulations. Many of them close rapidly. 

Dr. Henry T. Byrorp, Ciicaco—I have used the ‘fenzymol’’ treatment exactly as 
Dr. Reynolds has suggested, in a 33 to 50 per cent solution. It goes in like a ferret, 
through the smallest openings, and destroys every bit of the albuminous material without 
producing any irritation. The pus should be pressed out and the wound be kept moist 
with the ‘fenzymol’’ solution. 


Dr. REUBEN PETERSON, ANN Arpor, MICHIGAN.—The treatment recommended by Dr. 
Watkins is rather startling at first, because it docs not agree with what we have been 
doing with our suppurating wounds. If I understood Dr. Watkins correctly, he wants to 
stop the opening up of these suppurating wounds, that is, by putting on wet dressings a 
great many of these wounds will heal. On the other hand, we want to bear in mind that 
there are certain infections where this is a dangerous practice, especially when there is 


a large amount of suppurating material deep down. I feel safer under these conditions 
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to go back to our former custom of opening freely so as to get the virulent collections 
away from the peritoneum as quickly as possible. However, this paper is timely because 
it will stop opening up widely every wound that suppurates and doing a great deal of 


damage which can be avoided by the procedure he outlines, 


Diz. Siri, Rapips, MiciiGax.—aA good many years ago we adopted 
the plan as outlined by Dr. Watkins. We did this gradually, from the free opening of 
the wounds to doing very little or nothing. We have found it very satisfactory; we 
have saved patients a good deal of time in the hospital; we have saved patients the 
possibility of hernia, and altogether it has been a satisfactory procedure. We do not do 
exactly as Dr. Watkins does; we do net put on a wet dressing; we examine the wound, 
and when suppuration seems close to the skin we open up and encourage drainage through 
a small opening. We put on simple dry dressings, renew these dressings frequently, and 
in the vast majority of instanees the wounds heal promptly without any undue expendi- 
ture of time. We make the same exception in handling these wounds of which Dr. 
Peterson spoke, When they do not do well we open up freely as we used to do, 

Dre. WATKINS (closing the diseussion).—To cconomize time, I will attempt to reply to 
the discussions collectively and not individually. T am somewhat at an advantage as I 
have employed this conservative method and have also used the other methods whieh 
have been discussed, 

After an experience extending over many years with this conservative treatment, 
the wound has healed in from 25 to 50 per cent less time when L used more radical treat- 
ment. Painful and disturbing treatments have been eliminated. 

The principle of the general treatment of infections was not included in the paper 
for lack of time and is not pertinent to the discussion. The rapid general improvement, 
Which Dr. Eden mentioned, which often follows opening an infeeted wound, is interest- 
ing and important. It is, however, not as important as might be inferred, because with 
the treatment outlined, the rapid change for better is generally as early and as complete 
as he has mentioned, 

The literature and reports relative to the treatment of infeeted wounds during the 
war, has failed to add much, if anything, to the treatment of wounds in civil practice. 
The war wounds were generally contaminated and contained much devitalized tissue. 
Dr. Frederick A Besley, of Chicago, who had an extensive overseas service, informs me 
that he believes that the antiseptic treatment of wounds emploved, did more harm than 
good, but that the use of chlorine solutions was of value when wounds contained much 
devitalized and contaminated tissue. The digestive fluid) recommended by Drs. Reynolds 
and Byford would probably act much in the same way and is possibly of greater value 
than the chlorine solutions. 

I believe the variety of infections should not determine the kind of treatment to 
any great extent. There would be less objection to active treatment for a staphylococcus 
infected than for a streptococcus infected wound, because the streptococcus infection is 
easily disseminated and embolie disturbances readily follow, 

The discussion intimates that I do not drain infeeted wounds. My contention 


that the treatment recommended gives efficient drainage. When the 


is 
dressings are re- 
moved and the patient’s position changed, the wounds are found well drained. This fa- 
vorable result dees not always obtain when tubes and gauze are inserted for supposed 


drainage purposes, 


Dr. Lintaan K.P. Farrar, of New York, read by invitation, a paper entitled 
Acidosis in Operative Surgery and Its Treatment by Glucose and Gum 
Acacia Given Intravenously. 


Dr. Farrar presented an extended study of this subject based on observations made 
at the Woman’s Hospital of New York. 


In reviewing the physiologic basis underlying this 
procedure, Dr. Farrar called attention to the fact that during any surgical operation the acid 
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by-products of the body are greatly increased. If the bicarbonates of the blood which carry 
the acid carbon dioxide gas to the alveoli of the lungs are present in large amount, the 
combining power of the blood, i.e., the ability of the bicarbonates to unite with the CO., is 
high and lung ventilation is maintained. On the other hand, if the bicarbonates are low or 
the acid by-products greatly increased, a condition of intracellular acidosis results which 
may endanger the life of the patient if the operation be prolonged. 

Carbohydrates are necessary for the complete oxidation of acetic acid. Glucose is 
normally present in the blood and is assimulated in this form without further metabolism. 
An individual will absorb 0.S grams of glucose for each kilogram of body weight without 
the production of a glycosuria and this rate can be maintained for several hours if desired, 
Gum acacia is a colloid of the same viscosity as that of the blood and, when added in a 6 
per cent solution to a 20 per cent glucose solution, will keep in the blood stream the water 
which glucose attracts from the tissues. A satisfactory blood pressure is thus maintained 
and the loss of biearbonates into the circulation prevented. If blood pressure is maintained 
and the acid by-products completely oxidized, acidosis occurring during operation will be 
prevented, Salt solutions do not maintain blood pressure, as the salt is taken up by the tissues 
as the latter attracts the water. A small volume of a higher viscosity such as glucose and 
gum acacia is therefore preferable because the blood is not diluted and the burden on the 
heart is consequently lessened. 

Dr. Farrar in summarizing the indications for the procedure stated that given during 
operation it had been found of great value in combating acidosis and preventing postopera- 
tive vomiting, in cases of shock where it was necessary or desirable to maintain a normal 
blood pressure, in hemorrhage and to promote diuresis. In their service at the Woman’s 
Hospital it was given when a patient’s resistance had been shown by a preoperative exam- 
ination to be lowered, where a long or severe operation was anticipated, and in shock or hem- 
orrhage associated with raptured ectopic or similar accidents. Another class of cases in which 
glucose was administered with good results after operation included severe postoperative 
vomiting and in peritonitis where the food value of the solution sustained the patient until 
able to take nourishment by mouth, 

The technic of the procedure included the administration of biearbonate of soda in 
doses of from one-half to one dram every three or four hours for two or three days previous 
to operation, The patient is given a meat-free diet, with starchy foods, fruits, vegetables 
and an abundance of water. This contributes to the alkali reserve. The injection is made 
with a salvarsan apparatus, using small needles. The temperature of the solution should be 
105° F. as it enters the vein. The quantity of the solution and rate of flow is governed by 
the patient’s weight, thus a woman weighing 100 to 125 pounds ean be given 200 «ee, per 
hour, or about 3 e«e, per minute, A patient weighing 125 to 150 pounds can be given 250 
ec, per hour or about 4 ¢.¢, per minute. These figures are obtained by Woodyatt’s method 
and are applied to every patient. The postoperative diet in acidosis should consist for the 
first twenty-four to thirty-six hours of the juice of citrous fruits, cereals with cream and sugar 
(except oatmeal), toast, jelly, honey, malted milk, custard, junket, bread and butter, rice or 
bread pudding with cream and sugar as freely as desired. Bicarbonate of soda 30 to 60 
grains every three or four hours will also assist in lessening postoperative acidosis. 

The gum-glucose solution as employed by Dr. Farrar is made from the powdered 
Kgyptian gum Arabie and preferably the anhydrous chemically pure dextrose. Great care 
must be exercised in its preparation, for the details of whieh attention 1s directed to the 
complete paper which will be published elsewhere at a later date, 


DISCUSSION 


Dr. Woopyarr, Cuicaco (by invitation).—There is a great tendency in 
using means of this sort to group certain conditions under certain clinical names, such as 
shock, acidosis, and so on, withowt entirely realizing the combination of conditions which 
may oceur in different individuals: that is, one case of shock is not necessarily like another 
one; hence a clear understanding of the basie principles underlying the use of: these agents 
is important. 
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Gum acacia, glucose, and salt are all similar to each other in one respect, as Dr. Farrar 
has pointed out. in that they all have high livdration capacities and will hold water in com- 
bination with themselves. Whether in the bowel or kidney tubules, you will find these sub- 
stances associated with water and, of course, as they pass into the blood stream they aceu- 
mulate water in the blood creating the condition of hydremie plethora. Thus they increase 
blood volume, But these substances also differ in other respects. 

An inorganic salt, like sodium chloride, when introduced into the blood passes rapidly 
from the blood into the tissue cells, and being nonoxidizable, rapidly reverses the initial 
hydremie plethora and replaces it with hydrops of the tissues. Glucose differs from. salt 
in the respect that after passing from the biood into the tissues it undergoes utilization (oxi- 
dation, storage) and does not accumulate as unchanged glucose in the tissues. Instead of ex- 
hibiting the hydrops producing action of salts in the tissues, glucose substitutes for these the 
henefieial chemical effects which result from its utilization and, as Dr. Farrar has stated, these 
include the inereased storage of glycogen, an increased energy in nonstriped muscular fibers 
and increased tone, so that following glucose injections it is not uncommon to find a marked 
inerease in the tone of the musculature of the alimentary tract from the stomach down, an 
effect resembling, though not quite so striking, as that of pituitrin. Gum acacia has a 
certain advantage over salt in that it does not diffuse into the tissues so rapidly. It there- 
fore cannot accumulate in the tissues but remains in the blood and holds water in the place 
where it is wanted, It has a certain advantage over glucose, owing to the fact that after 
having been introduced into the blood stream all at one time the supply need not be main- 
tained by continuous injection. It does not take the place of glucose in all respects be- 
eause it exhibits none of the chemiena!l effects of glucose in the tissues. Therefore, a com- 
bination of gum and glucose is a rational procedure. 

[. personally have not used gum seacia, but have been more concerned with a technie 
enabling us to sustain the effects of glucose as long as we wanted them by an apparatus 
which permits the continuance of injection for an indefinite time. Dasing my remarks on 
the use of glucose without gum TI would emphasize a point brought out by Dr. Farrar, to the 
effect that the increase in blood presure, both in its height and duration, is greater than that 
obtainable with sodium chloride. The imprevement in the condition of the patient in shock 
and shock-like states, particularly when there has been considerable dehydration, is more 
marked following glucose injections than after the use of salt solution alone, and with gln- 
cose there is no subsequent reversal of the first effect on the blood volume, So far as it 
goes and while it lasts the effeet of the glucose is an unmitigated good. Salt has a transient 
effect on the blood volume and a doubtful effeet on the mean arterial pressure followed often 
by hydrops. 

In causes of resection of the bowel, in certain eases where there has been stenosis of 
the pylorus, with marked dehydration or failure of the body to absorb the water it takes 
in by the alimentary route, also in eases of ‘‘transudate’’ into the stomach, persistent vom- 
iting with dehydration fever and starvation, and in several other conditions, we have obtained 
results with glucose which cannot be obtained by other known means. 

A point which would appear to be of particular interest in relation to the gynecolog- 
ical operating room is the frequency, as you undoubtedly know better than T do, with which 
in conditions associated with pregnancy that type of acidosis oecurs in which the acid ae- 
cumulation is not due simply to tissue asphyxia, as in shock, but in which it is due to that 
derangement of metabolism which you see in fasting and in diabetes, namely, acidosis hav- 
ing its origin in the fatty acids and associated with acetoacetie and betahydroxybutyrie 
acids in the urine. This type of acidosis is specifically combated by the administration of 
glucose, 

So as to attain the best results with intravenous injections, it is desirable to take up 
in each case the several items—-blood pressure, blood volume, plasma bicarbonate, the water 
reserve of the body, the degree of starvation, ete., and then to make an intravenous pre- 
scription for the individual case, carrying the treatment toward definite ends. Where the 
main lack is water, use a 3 or 4 per cent glucose solution; for a shock-like state without de- 
hydration, use a hypertonic solution. If there is a very low bicarbonate reserve, add enough 
bicarbonate to restore it to normal and make the solution and the rate of its injection fit the 
ease. 
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Dr. Freperick J, Taussic, Sr. Lovis, Missourt.—I should like to report briefly con- 
cerning two of my cases of postoperative shock treated by Dr. Erlanger with gum-acacia- 
glucose solution and ineluded in his report on this subject. Both of them have a certain 
interest and lesson. The first of these was of a large abdominal tumor, a fibroid, filling the 
entire abdomen, and with it, an infected ovarian cyst. It was a most difficult operation in a 
woman whose kidneys were in bad shape, but by advice of the internist T decided to do 
this rather hazardous operation. Previously I had consulted Dr. Erlanger, feeling it was a 
case suitable for gum-acacia-glucose injections. The blood pressure within twenty minutes 
after the operation was begun, fell to below 100, the pulse heeame rapid and imperceptible, 
and Dr. Erlanger proceeded to inject the solution, As you may know, he uses a stronger 
solution of gum acacia, 20 to 25 per cent, and a little bit higher glucose also. Within 
twenty-five minutes the pulse pressure which had fallen to three and one-half millimeters and 
the blood pressure ranging from 60 systolic to 50 diastolic as registered on the apparatus 
for that purpose, rose to 90-65 blood pressure, and pulse pressure from 6 to 7 millimeters, 
The patient at the time she was removed to her room was in as fair condition as one could 
ordinarily expect any woman to he after a laparotomy. Unfortunately this patient twenty- 
nine days after operation died of pneumonia, 

The second case is perhaps of yvreater interest because it points to the importance of 
the use of these solutions in cases of hemorrhage. A cervical caneer had been removed by 
a paravaginal operation and on the second day after operation the patient had a severe 
hemorrhage, The patient’s condition was sucly that she rapidly became exsanguinated, and 
Y was unable to attend her just at this time. Dr. Erlanger was communicated with and he 
felt it was a case for treatment with blood transfusion. Aecording to the statement of the 
interne, a resident donor could be obtained within the period of half an hour. Unfortunately 
this interne was mistaken in his statement, because it was not until three hours later that a 
donor was found, and by that time the patient was in a dying condition. 

The conelusion Dr, Erlanger draws in those cases where a blood transfusion is evidently 
necessary is that the gum-acacia-glucose solution injected at once will hold the patient un- 


til such time as a donor may be available and will only add to the probability of recovery. 


Dr. Roperr T. FRANK, New York Crry.—My experience with gum-acacia-glucose solu- 
tion was an acute one. It was in an evacuation hospital, where at one period of the conflict 
the patients came in with all degrees of shock, due to all possible reasons for producing 
shock, T inelude cold, exposure, hemorrhage, infection, starvation, dehydration, and so 
forth. We at first treated them with salt solution. T am leaving out the other treatments 
of shock, only referring to those which are distinctly applicable to this discussion. An order 
was later issued to use gum acacia with glucose. We were asked to employ quantities vary- 
ing from 700 to 1000 «e. Without having any time or opportunity for making a scientific 
investigation, a large number of men who were in charge of these cases separately came to 
the conclusion that harm was being done by these injections, We thereupon gradually re- 
duced the amount of injection to a maximum of 400 ¢.¢., and our results were better. How- 
ever, we finally came to the conclusion that transfusion was far superior to any of the arti- 
ficial sera which had been used. T exchanged opinions with other men from other organizations 
who arrived at the same conclusion. 


Dr. Bensamin P. Warson, Toronto, CANAps.—We have been using the gum-acacia 
solution now for nearly a vear. We are fortunate in Toronto in having Dr, Keith who did 
a great deal of original work for the British Commission during the war, and we have come 
to replace normal salt solution entirely by gum-acacia solution. 

Our experience with saline solution in shock und hemorrhage has been that you can 
raise the blood pressure at the time, and that blood pressure would be maintained for two 
or three hours, then there would be a sudden fall and 9 beginning state of shock again, re- 
quiring a later transfusion. We know that 25 per cent solution has been used by Dr. Er- 
langer, and with that percentage we find the blood pressure can be immediately raised. We 
had a case of ruptured ectopie pregnancy with the blood pressure down to 80 or 90. systolic 
and then brought it up toe 120 systolic during the course of the operation, and that pressure 
was maintained, 
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We have had four cases where we followed the blood pressure right through a period 
of eight or ten days following operation and in none of tiese four cases did the blood pres- 
sure fall more than 6 points from what it originally reached at the end of the transfusion, 
To one we gave a second transfusion with the gum acacia, When this is combined with glu- 
cose in certain of these alarming cases, the effect is marvelous. 

I will mention one severe case of hyperemesis. The patient came in in a condition of 
great collapse, a blood pressure of 90 systolic, and a low pulse pressure. She was very ill 
at the time. We gave her glucose solution slowly. She had it throughout the whole 
night. Her condition was so greatly improved, although vomiting continued, that we were 
able to empty the uterus, The patient ran a very long convalescence; she required repeated 
transfusions of glucose; she also had transfusions of blood. Ultimately she made a com- 
plete recovery and [To am certain the patient never would have survived had we not had 
this means at hand for treating her. 

One important thing in the gum-acacia solution is the method of preparation. <A great 
many poor results have been due to bad preparations of the gum. We must use a pure 
preparation of the gum acacia, if possible, The solution must be carefully made. The 
water used must be freshly distilled water and the sterilizing of the solution in the autoclave 
must be carefully done, The solutions can be pat up in greater strength and kept in the 
operating room and rapidly diluted at the time when they are being used. 

I think it is most opportune that a subject like this has been brought before a large 


body of operating surgeons. 


at 


Dr. GeorGE Gray Jr., New York Crry.—The studies we have been making 
the Woman’s Hospital, as presented to you by Dr. Farrar, have been carried out with 
difficulty. Dr, Farrar has worked under the greatest handicaps. We found at first that 
we could not rely on the CO) estimations with the Van Slyke method in our laboratory 
in spite of having a full time laboratory man available, because of the great amount of 
work called for by the routine work of the hospital. For that reason, we obtained a 
technician from the Rockefeller Institute who made these investigations so that they 
would be of value. 

The gum-acacia solution, when we first tried it, was a failure from the fact that it 
was not properly prepared. It was not until we went to Toronto and saw it used there 
and got from Dr. Watson the exact technic in the preparation, whieh requires considerable 
care and many filtrations, that we had a satisfactory solution. There is no question in my 
mind as to the value and clinical effect of this method in cases of severe operation. The 
patients show remarkably little reaction compared to the other cases, notably in those 
eases Dr. Farrar spoke of in which a Wertheim operation was done and attended with 
considerable shock, One of the important things one must understand is that the ad- 
ministration intravenously of gum acacin is given throughout the operation by a slow 
method, as pointed out by Dr. Woodyatt, who has devised a special apparatus. Unfor- 
tunately this costs three or four hundred dollars and we could not get one, but we regu- 
lated the flow through needles and stopeock as well as possible, giving a slow continuous 
administration from the commencement of the operation. I think it might make a dif 
ference in the results if the solution were given very rapidly as one would give ordi 
nary saline infusion. Perhaps that may account for the differences Dr. Frank observed in 
the army where they did not have the time for proper administration, but gave it as they 
would give the ordinary infusion, The high percentages used in the army may have made 
a considerable difference also. 

The combined use of gum acacia and glucose, as suggested by Erlanger, is theo- 
retieally correct, and from our cases it would seem to be borne out clinically, Our results 
confirm the findings of Cannon that the blood pressure is a valuable index as to the CO, 
content, as regards acidosis. Instead of it being necessary to use the Van Slyke method, 
if we take the blood pressure throughout the operation, we have all the time an index 
as to the degree of acidosis, which greatly simplifies the practical study of the problem. 
We used a special stethoscope for that purpose and had readings made during these oper 
ations, 
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A point that Dr. Woodyatt made is very important, namely, that glucose energizes 
the muscle so that the muscle becomes tonic, as it were. This I think is shown in the 
rather free passage of flatus after the operation in these cases, from stimulation of the 
intestinal muscle, and there is also in addition quite a marked diuresis, as one would 
expect. 

I wish to confirm the point made by Dr. Watson in severe vomiting. We had that 
borne out in our cases, where we could not relieve persistent vomiting until we gave 
glucose intravenously. 


Dr. George GeELLHORN, Sr. Louis, Missourt.—Is it possible to increase before opera- 


ation the alkaline reserve of the organism to such an extent as to prevent acidosis? 
Dr. J. WESLEY Bovée, Wasitinxnarox, D. C.—I wish Dr. Farrar would give us more 
definite information as to the rapidity of the current in this slow process, 


Dr. Josepin Caicaco.—How often do rigors occur after these administra- 
tions? 


Dr. George W., KosMAk, New York Crry.—The method Dr. Farrar has described is 
undoubtedly a valuable one, but as a matter of practical application, would it be possible 
to substitute some other point of entry for the glucose? 

I have for several years given glucose solutions (5 per cent) by reetum after opera- 
tion in doses from 6 to S&S ounces at intervals of two or three hours and consider that I 
have had better results than with the use of salt solution for that purpose, 

I would like to know whether in ordinary practice we cannot substitute the rectal 


administration of the glucose and whether it would not be of the same value? 


Dr. Farrar (closing the discussion).—First of all, I want to thank Dr. Woodyatt for 
coming here and discussing this subject because it is really the physiologist upon whom 
we must depend to know what to put in a patient’s blood. 

Dr. Frank spoke about the results obtained in the army in giving gum acacia intra- 
venously. One must find out exactly what can be put in the blood before one can obtain 
good results and it is only with the help of the physiologist that this can be done, 

One of the speakers said that he had used a 6 per cent solution of glucose and that 
he had had only an occasional favorable result with it. I have kept to the 20 per cent 
glucose because of Dr, Woodyatt’s findings, and have been guided entirely in glucose 
feedings by his work in the laboratory. 

It was found by a special investigation committee in Great Britain, which did so 
much in trving out salt solution in hypertonic strength, and bicarbonate of soda which 
Cannon advocated, that dilution of the blood was not a good thing and if long continued 
was even harmful and that there was no especial advantage to be gained by it. 

The thing of real importance was to get a solution which corresponded to the viscos- 
itv of the blood and that is what 20 per cent glucose and 5 per cent gum acacia does. 

That brings up the question of rigors and chills, We have not seen any in this 
series. Two women who were given glucose intravenously in the ward for acidosis by an 
interne who did not appreciate the necessity of keeping to the rate although he had been 
told, did have chills but these were not operative cases. There were absolutely no chills 
or rigors in the other cases. There has been absolutely no case of infection or necrosis 
of tissue. We have had no bad results of any description. 

As to the question of putting up the solution in a higher strength and diluting it, 
a point brovght up by Dr. Watson, we find it more convenient to put the solution in 
flasks of 250 ¢.¢., that means 50 grams to the flask, which is what we can give the average 
patient in an operation of one hour, 

The technic is simple, An apparatus such as is used for giving salvarsan is prepared, 
The stopcock on the tubing regulates the rate of flow and an infusion thermometer in the 
tubing indicates the temperature, which should be 105° F. 

With reference to the question of absorption of the solution by rectum, glucose is 


not absorbed by the rectum faster than 1.8 gms. per hour, The great value of glucose 
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lies in its introduction into the blood. It is not altered by the liver, it goes into the 
tissues and it has a far greater effect than glucose put into the stomach or bowel. 

As to the prevention of acidosis, which was spoken of by Dr. Gellhorn, I could not 
take it up in the limited time at my disposal, It is possible to do a great deal towards 
prevention of acidosis by proper feeding of the patient beforehand. We can bring 
the alkali reserve up by giving the patient a protein-free, carbohydrate diet, and we can 
accomplish some good by the administration of bicarbonate of soda before the operation, 
but the great drop that occurs during the operation cannot be offset unless we do some- 
thing at that time and the beneficial effect is then directly upon the tissues themselves 
just as Dr. Woodyatt has said. 


Dr. THomas Watts Epen, of London, England, a guest of the Society, presented 


a lantern slide demonstration of certain Transition Stages from Benign to 
Malignant Conditions in the Ovary, the Tubes and the Vulva. (The ex- 


planatory text and the deseriptions of the more important sections shown 
by Dr. Eden, will be found on page 11.) 


DISCUSSION 


Dr. Ropert T. Frank, New York Crry.—Dr. Eden has given us a very beautiful expo- 
sition of the transitional stages from nonmalignant to malignant conditions which can 
be observed in the ovary, in the uterus, cervix, and vulva. If to these he had added the 
inflammatory conditions of the tube with carcinoma following, and the sequence which 
we see in pregnancy, normal placenta, hydatid mole, chorio-epithelioma, he would have 
given us an absolutely complete view of the difficulties which confront the pathologist and 
secondarily also the clinician. 

I cannot differ in a single word with what he has placed before you. His position 
is in marked contrast with that of a gentleman who recently published an article on the 
precancerous uterus in which, for instance, he quotes a case of chronic endometritis which 
he regards as adenomatous and says this woman, five years later developed cancer of the 
uterus. In a similar way he quotes a case of cervical polypi, followed in eight years by 
carcinoma.! If one is willing to extend the term precancerous to a period of time such as 
that, I am unable to follow either in conception or in argument. 

As Dr. Eden has said, leucoplakia of the vulva or vagina is distinctly precancerous. 
Whether erosion can be explained from an inflammatory point of view or should be re- 
garded as an adenoma, or at times be classified as a precancerous condition, [ am unwilling 
to say. But the question I desire to ask most emphatically is this: Are we going to do 
more harm in operating upon the advice of a radical pathologist, or by watching and wait- 
ing if our clinical judgment in extremely doubtful cases restrains us? IT am proud to say, in 
several instances I have been able to save the uterus and other parts of the genital tract 
from unnecessary mutilation where on slender evidence, such as Dr. Eden would reject, 
pathologists have advocated radical operations for epithelial overgrowth, for specific 
erosion, etc. I believe with an operative mortality from radical operation of at least 10 
per cent or more, less harm will come in watching these cases with sane clinical judg- 
ment backed up thoroughly by good pathology. 

The exposition you have heard of these transitional stages was most beautiful and 
illuminating. 


Dr. Howard C, Taytor, New York Ciry.—This subject is rather difficult to discuss 
for one who is doing work largely clinical and comparatively little in the laboratory. 
When Dr. Eden left out the word precancerous, he took out most of my discussion. 

A short time ago I had an opportunity to talk with a man who has one of the largest 
clinical laboratories in New York; a man who is doing extensive work for the best men, 


IMcCann, F. J.: The Precancerous Uterus, Proc. Roy. Soc. Med., London, 1919, xiii. Sect. Obst. 
and Gynec., 3. 
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and who made the statement that physicians at the present time were relying too largely 
on clinical findings. In faet, he said, at times he was afraid to send out a report of a 
case in accordance with the findings, and he called attention to the question of pre- 
cancerous lesions. 

In talking with Dr. Stone who read a paper two or three years ago before this 
Society on precancerous lesions, he stated he had come in contact with a man who, as 
a result of reading his paper, was doing hysterectomy on account of irritated cervices, 
with the idea that it was a precancerous lesion. The head of the laboratory in New York 
made that same point; that if he turned out a report that a certain condition showed a 
precancerous lesion to a certain type of man, that man would be apt to do an extensive 
operation on that diagnosis which, of course was the right thing for the patient, but was 
not intended by the laboratory worker. 

We all know how discouraging the’ cancer problem is. If a case of cancer comes 
into our hands early, there is no doubt a great deal of good work can be done by the 
proper treatment of these so-called precancerous conditions, 

Precancerous is an old word which has recently crept into clinical work and is much 
misunderstood. As it is used and intended by Dr, Eden, it is different from the meaning 
applied to it clinically. 

As Dr. Eden has said, so far as the ovary is concerned, very little can be done. 
When we make our diagnosis it means ordinarily that the organ has been removed, 

I think the word precancerous as it is used by some laboratory men, brings out 
the fact that it is a condition which is somewhat in dispute. One pathologist will say 
that the lesion is benign and another will say it is malignant; in other words, it is a 
sort of intermediate stage between the two. With a condition of that sort it is difficult 
for the clinician to know what to do. As a matter of fact, we are prompted to decide 
very largely on the clinical findings influenced by the age of the patient and by her symp- 
toms rather than on the pathologie report. 

So far as the cervix is concerned, I think it is undoubtedly true as Dr. Eden has 
stated, it is the lacerated cervix with erosion in the multiparous woman rather than in 
a nulliparous woman which is the cause of the trouble. That, however, is a very close 
decision to make in the case of a woman who is at or near the cancer age, and it seems 
to me, the only practical way of treating these cases is to go on the basis that any 
lesion in that organ or neighborhood should be healed, and that ordinarily means _ re- 
moval by operation rather than by applications of causties or cauterization by heat. 

Dr. Frepenick J, Taussic, St. Lovis, Missouri.—I wish to confine my remarks solely 
to the question of precancerous conditions of the vulva. Some four years ago I pre- 
sented before this Society a short report upon an etiologic study of vulvar cancer which 
dealt in some degree with this question. Since that time I have had oeeasion to have 
quite a considerable amount of additional material come to me for microscopic study, andl 
1 have recently made a report of 20 cases of leucoplakie vulvitis and 27 cases of vulvar 
earcinoma from which T believe certain deductions can be drawn. Prior to this study 
I made an analysis of 100 cases of normal involution of the vulva in old women. Rather 
to my surprise, I found that in about 20 per cent of these old women, with an average 
ave of 65, there was a complete obliteration of the labial folds and the elitoris was prae- 
tically absent; therefore, the emphasis that has been laid upon such an obliteration in the 
past in the term ‘‘kraurosis’’ is not to my mind justified. Berkeley and Bonney have been 
working on this subject and their views are extensively presented in Dr. Eden’s very 
interesting and complete three volume work on gynecology, These men have really gone 
into the subject more completely than any other previous investigators, and their views 
are practically identical with what I have found. Kraurosis is a different thing from 
leucoplacie vulvitis. It is an obliteration of the labial folds and clitoris with at times 
some abrasions, but not having that essential histologic factor, namely, the absence of 
elastie tissue in the dermis. Leucoplakie vulvitis is an interesting and unusual histo- 
pathologic condition, for besides the changes mentioned in the epidermis, by Dr, Eden, 


I believe even more important are the changes in the dermis itself. In none of the cases 
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I have studied was the absence of clastic tissue from the upper layers of the dermis 
noted. Dr. Engman, our dermatologist. is also eonvineed that this absence of elastic 
tissue was the primary factor in the condition, probably in some degree secondary to the 
absence of corpus luteum, because all these cases, or practically all of them, were in women 
past the menopause. As a result of the absence of elastic tissue there occurred a greater 
friability of the tissues, an increased tendency to slight breaks, and, because the epidermis 
cracks, the infecting organisms connected with the infection gain entrance from without 
and a pruritus begins. Thus the process grows worse; the epidermis becomes thickened, we 
see a pieture such as Dr. Eden showed in one of his slides, with prolongations, and in that 
stage the tendency to carcinoma is, of course, greater than in any other, I do not think, 
however, that Dr. Eden is justified in assuming that the last pieture shown, where there 
was a glairy appearance of the dermis, is a stage of healing. I presented before this 
Society four years ago a similar slide of a section where the epithelium was thinned out 
but the dermis showed thet malignancy was developing. Therefore, such malignancy 


can occur in this later stage, although not as frequently as in the proliferating stage. 


Dr. Joun G. Crank, PIILADELPHIA.—A point which has been brought out in this dem- 
onstration is the necessity primarily for controlling the microscopic diagnosis by clinical 
judgment. 

I have been particularly impressed recently with the attitude of Dr. Ewing, of New 
York, in this matter, Dr. Ewing is one of the most level-headed pathologists we have 
in this country. He takes the position that in a questionable case a man is operating 
against clinical judgment; he is not willing to declare in a questionable case whether 
ihe disease is or is not malignant. He made the statement that a clear, nonmalignant 
history was a good thing and would go far as a final factor in diagnosis. For that reason, 
two things are paramount. First, a history of the case, and secondly a pathologist who 
controls our ultimate elinienl work, In this respect our attitude should be more or 
less the attitude of a special society whose members ean finally determine when or when 
not to operate much better than the general practitioner can, On the same principle ' 
believe every good laboratory should be controlled; that every good operating room 
should be controlled by a special pathologist, for the reason that frequently we see a 
difference in diagnosis between the best general pathologists. For example, a pathologist 
in the University of Pennsylvania, in oa ease with a perfeetly clear nonmalignant history, 
gave the opinion that the disease was positively earcinoma, although the elinienal evidence 
was against it, and when the question was put up to us we simply said, we will not o7 


erate, The subsequent history of the ease showed positively that our elinieal judgment 


was accurate and not the judgment of the pathologist. 

Di. Freep Apain, MINNEAPOLIS, MINNESOTA, —Some years ago spent considerable 
time in going over a large number of cerviees, particularly in relation to erosions around 
the external os. Aside from the so-called congenital erosion, which has no particular 
place in this discussion, the erosions seem to originate from a combination of inflammation, 
maceration and traumatism. It seems to me, that this point is of importance in connection 
with the subsequent history of some of these cases of erosion, Most of these erosions develop 
in association with parturitio, or in some cases from inflammatory conditions which involve 
the cervix, In order to avoid the development of these erosions into malignancy, early 
treatment should be instituted. This can be done by proper supervision of the obstetrical 
cases and the early treatment of these erosions by the elimination of those different fae- 
tors which enter into the individual cases, namely, the traumatism, inflammatory processes, 
and the maceration. The columnar epithelium is better able to resist these factors than 
the squamous epithelium, particularly maceration, and that is the reason erosions occur. 
After some of these factors have subsided the squamous epithelium seems to have greater 
resistanee and is better able to survive, T was able to demonstrate definitely in some specl- 
mens that in the process of healing there is no metaplasia or transition of the columnar 
epithelium into squamous epithelium, or of the latter into columnar epithelium, This can 
be distinctly demonstrated by differential staining with mucocarmin, showing squamous 
epithelium growing underneath the columnar. This takes place not only on the surface, 
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but it grows down into the glands underneath the columnar epithelium, In some in- 
stances I was able to show complete Nabothian cysts which were lined with squamous 
epithelium, in which the columnar epithelium was either partially or completely replaced 
by squamous epithelium, not by metaplasia but by definite undergrowth of squamous 
epithelium. That metaplasia can occur I am not prepared to dispute, but that it is usual 
in the process of healing in this condition, I do not think is true. 

These erosions present «a most fascinating picture because of the varying proportions 
of epithelium and glands. This comprises a very fruitful field for studying the transitional 
changes between the ordinary simple eresion and malignancy, 

Dr. Josep Brerracer, New York Crry.—From a clinical point of view, we all sub- 
scribe to what Dr. Clark has just said. ‘‘Cancerous age’’ as a specifie age ought not 


in my opinion be used, There is no such age. We see cancers from the age of fifteen 


up to the postclimacteric period, 

Dr. JoSerit B. DE Ler, Cireaco.—No one has said anything on the obstetric side of 
these conditions that have been demonstrated on the screen, I am prompted to say that 
if obstetricians devoted more care to their obstetric cases they would not see so many 
Jacerations and erosions which may or may not ultimately develop into cancer, If prae- 
titioners will observe certain rules there will be fewer lacerations and erosions, especially not to 
dilate the cervix with the fingers when they do not have to, Second, not to give pituitrin. 
Third, not to use bags. Fourth, not to infect the woman, and fifth, if lacerations should 
occur, repair them at once, 

Dr. GrorGe GELLHORN, St. Louis.-In general surgery and in dermatology the actual 
transformation of syphilis into cancer has been a long established fact, but in gynecology 
such a transformation is thus far only a matter of surmise, 

I would like to show three slides which may throw some light upon the histogenesis of 
genital cancer upon the basis of syphilis. 


The first picture (Fig. 1) is from an old syphilitic uleer of the vestibule described in 
Dr. Ehrenfest’s and my report before this Society four years ago, On the right side there 
is normal pavement epithelium; underneath a zone of infiltration of lymphocytes and plasma 
cells which may be noted as gradually thickening toward the middle of the picture, with 
enormous proliferation of blood vessels with thickened intima. On the left side there is a 
curious proliferation of pavement epithelium which sends out long slender processes into the 
underlying tissue, a pieture suggestive of cancer were it not for the facet that these processes 
do not extend beyond the area of lymphocytic iniltration, Furthermore, the basal layer 
of this epithelium is perfectly normal and the basal membrane is nowhere broken through. 
The case was subjected to treatment and a few weeks later, when a second excision was made, 


the epithelium showed normal characteristics. 


7 
er 
Fig. 1 
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Figs. 2 and 3 were taken from a paper by Rohrbach, dealing with a case of an old 
luetic ulceration of the labium majus. Here there is also a very large proliferation of pave- 
ment epithelium, and in the area of lymphocytié infiltration there is an isolated nest of epi- 
thelial cells which, on serial sections, was found not to be connected with the surface epithelium 
(x in Fig, 2). 

Fig. 3 shows an entirely different aspect of the same case. The processes of epithelial 
cells extend into the underlying stratum and the normal epithelium is greatly altered. The 
basal membrane is broken through. The cell contours are no longer clearly defined. The 
nuclei have lost their staining qualities and are vesicular, 

This, then, is a picture which corresponds in all details with that given by Ribbert of 
the carliest stages of epidermal cancer. The reason why Rohrbach’s diagnosis was the same 
as in my first case was that the proliferation did not extend beyond the zone of lymphocytic 
infiltration into preformed tissue, This case was also subjected to energetic treatment, and 


within a short time, the pathologie changes had disappeared, The facet that many of these 


Fig. 2 Fig. 3 


cases ure subjected to treatment seems to prevent the actual transformation of syphilis into 
cancer, If, however, such cases are neglected, there is every reason to assume that in a 
fairly large proportion of them the actual transformation of syphilitic into carcinomatous 
tissue takes place. 

Dr. KpeN (closing the diseussion).—I was much interested in Dr. Adair’s remarks. I 
did say in describing crosion, it was formed by the stratified epithelium giving way to 
the columnar cpithelium, not a metaplasia. I said there was only one sort of metaplasia 
so described, and that was one in which some day we would be dealing with a healing 
erosion or early cancer, 

I am very much in sympathy with Dr, Clark’s position. I suppose all of us have 
suffered at the hands of the general pathologist. There is no doubt that for gynecologic 
pathology a mun needs special training. I was especially glad he pointed out the im- 
portance of keeping the laboratory work and c¢linieal work in close association, 

I feel I really ought to apologize for talking to an audience of clinical men about 
the pathologie side, but I do think that men who operate ought to know what they see 
when they look down a microscope, 

I have not given you any abstruse details of histology, but such points as we have 
been discussing we ought to be in a position to settle ourselves. While we cannot escape 
seeking the help of the pathologist from time to time, [ think clinical gynecologists who 
run large services ought to be able to do most of the histology themselves, 


(To be continued in November issue.) 
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The Prophylaxis and Treatment of Puerperal Infections 
(A Critical Review of Recent Literature) * 
sy Enrenrest, M.D., F.A.C.S., St. Louis, Mo. 


The importance of the problem of puerperal sepsis is succinctly stated 
by Krusen': While in the opinion of the medieal profession and of the laity 
the number of deaths from puerperal septicemia is fast decreasing, many 
eminent obstetricians have shown that outside of well-managed hospitals 
there actually has been no great reduction in totals or in the rate of deaths. 
It is high time that obstetricians teach, by precept and example, the gospel of 
puerperal complications. DeLee, never tiring in his efforts to bring the pro- 
fession to a proper realization of the seriousness of the situation, says in a dis- 
cussion of everyday obstetrie problems: ‘‘Taking everything into consideration 
I feel sure that the statement cannot be contested that 8000 women die an- 
nually in this country from puerperal infections.’? The same discouraging 
situation apparently also exists in Europe. Quoting an English writer, Brock? : 
“Tf results are properly gauged by accurate figures, as those offered in the 
British health statisties, then it must be admitted that the mortality rate from 
puerperal sepsis shows only a small reduction. A study of these returns for 
the past seventy years reveals a death rate for some of the earlier years almost 
identical with that of some recent years.’’ Grace L. Meigst made for the 
Children’s Bureau of the U. 8S. Department of Labor a thorough study of 
maternal mortality from all conditions connected with childbirth in the United 
States and certain other countries. In the summary we find among others the 
following statements: ‘‘In 1913 in this country at least 15,000 women died 
from conditions caused by childbirth; about 7000 of these died from ehild- 
bed fever, a disease proved to be almost preventable, and the remaining 
8000 from diseases now known to be to a great extent preventable or curable. 
Physicians and statisticians agree that these figures are a great underestimate. 
In 1913 childbirth eaused more deaths among women fifteen to forty-four 
years old than any disease except tuberculosis.’’ 

‘Only two of a group of fifteen important foreign countries show higher 
rates from this cause than the rate in the registration area of the United 
States. The rates of three countries, Sweden, Norway, and Italy, which are 
notably low, prove that low rates for these diseases are attainable. The death 
rates from childbirth and from childbed fever in this country apparently are 
not falling to any great.extent. Indeed, during the thirteen years from 1900 
to 1913 they have shown no demonstrable decrease.’’ 

‘These facts point to the need of higher standards of care for women 
at the time of childbirth. Improvement will come about only through a general 
realization of the necessity for better care at childbirth. If women will demand 
better care, physicians will provide it, medical colleges will provide better 


*Elaborated from a paper read at the Mecting of the American Gynecologic Society, Chicago, May 
24-26, 1920 
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training in obstetries, and communities will realize the vital importance of 
community measures to insure good care for all classes of women.’’ 

Reading these lines one cannot suppress a feeling of wonder why. the 
women of this country, who must be credited with most of the notable achieve- 
ments in child welfare, have not yet awakened to the import of this serious 
problem of their own welfare. It does not seem fair that the medical profes- 
sion, by assiduous and effective propaganda, has familiarized them with the 
perils of cancer, but at the same time has concealed from them the greater 
risks of childbirth. It is a disingenuous procedure to extol the attainments of 
modern surgery and to hide the lamentable deficiencies, not of the science, 
but of the everyday practice of obstetries. 


PROPHYLAXIS 


) 


Is puerperal sepsis an entirely preventable disease?) Probably not. Zange- 


meister and Kirstein’ a few years ago advanced proof that the vagina con- 
tains saprophytes which occasionally ascend into the uterus. Thus nobody 
directly connected with the delivery may be actually responsible for the in- 
fection. Loeser® more recently investigated most thoroughly the problem of 
the latent infeetion of the birth canal. Much work has been done in the past 
to study the invasive faculties of all vaginal bacteria, including the anaerobes, 
always with particular consideration of the streptococci. The results of these 
various investigations, in general, concur in the fact, that but few of the 
bacteria of the vaginal flora are true saprophytes, that the majority of them, 
under favorable conditions, might exhibit pathogenic characteristics. Loeser as- 
sumes that in the genital tract of women during the reproductive age conditions 
change so often and so greatly, that conditions favorable for the development of 
pathogenic characteristics by some of the vaginal microorganisms are likely to pre- 
vail at some time or another, Therefore, it is justifiable, and possibly preferable, 
to admit the existence during pregnancy of a state of latent infection. This as- 
sumption obviously does not exclude the possibility of an added exogenous infee- 
tion as the result of careless maniuplations, ete. The traumatisms of labor, open 
wounds, presence of blood, ete., represent circumstances, most propitious for 
bacterial growth. If in the vagina, where, as a rule, innumerable varieties of 
bacteria live as saprophytes in harmonious symbiosis, one particular bacterium 
is found in pure culture, the deduction seems justifiable, that conditions pre- 
vail which facilitate the development of this one form at the expense of all 
others. Loeser feels that the assumption is warranted, that these also might 
be the conditions under which this particularly favored bacterium also devel- 
ops viruleney, or an increased viruleney. In this manner it might be explained 
that latent microbes, and not by any means only streptococci, will suddenly 
assume the characteristics of aggressiveness. In regard to streptococei in 
particular, it seems probable that the change of the chemice reaction of the 
vaginal discharge from the normally acid to alkaline after labor, enables them 
to manifest their innate quality of invasibility whieh is inhibited, as well 
known, by growth in acid media. Only bacteria which are pathogenic or be- 
come so under certain conditions are capable of provoking the production of 
defensive antibodies in the invaded human organism. Therefore, the presence 
of agglutinating substances proves the pathogenic character of the bacterium, 
or indicates a state of latent viruleney if the characteristic clinical symptoms 
of an infeetive process are absent. 

Another type of puerperal infection, not entirely preventable, but fortu- 
nately rare, is that due to the tetanus bacillus. Spiegel,’ from an analysis of 
66 authentic cases of puerperal tetanus, recorded in literature, concludes 
that the tetanus bacilli enter the circulation either from the endometrium or 
from perineal wounds. The prognosis of this disease is entirely dependent upon 
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its early recognition. Immediate institution of the serum treatment yields 
most satisfactory results, especially in the more chronic cases in which the 
symptoms develop gradually until about the fourth day the first typical severe 
convulsion occurs, 

In the light of recent advance of our knowledge concerning foeal infee- 
tions their possible relation to puerperal fever is worthy of careful study. 
This problem is discussed by Talbot.* Although he argues only theoretically 
on the problem, without advancing a single convincing proof, one must agree 
with his general conclusion, that from a prophylactic point of view it is in- 
cumbent upon the obstetrician to examine every pregnant woman to ascertain 
whether such a focus exists, and to have it removed before it possibly could 
do harm. Ina similar manner, Davis’ refers to the intestinal tract as a poten- 
tial source or seat of an infectious process that might complicate pregnancy 
or the puerperal state. 

Contradictory views will be found in literature (and textbooks) concern- 
ing the importance of the duration of labor after rupture of the membranes in 
the etiology of endogenous puerperal infections. This problem is the subject 
of a very comprehensive paper contributed by Rohde.'? Ile concludes that 
both in women who have, and those who have not, streptococci in the vagina, 
the duration of labor after the escape of the amniotic fluid does not play a 
role worthy of consideration in the causation of fever, during and after labor, 
and in puerperal mortality. Rohde presents so many carefully arranged tables 
covering several thousands of cases, on which he bases his conelusions, that it 
seems fair to assume that he has definitely settled this question. 

Another most noteworthy fact is recorded in a paper by Slemons.'' — Ex- 
tensive statistics indicate that in from 2 to 5 per cent of cases a rise of tem- 
perature above 101° F. can be noticed during labor. In severer cases, after 
delivery the fever continues. There has never been any doubt that in this 
group the intrapartum complication is dependent upon a bacterial infection. 

In the other group of milder types, probably in the majority of cases, 
the rise of temperature passes unnoticed. As a rule, the fever is ascribed to 
the effect of prolonged and violent uterine contractions. Warnekros (in 1913) 
established the fact that also in these cases the rise of temperature is of bae- 
terial origin. Out of a total of 25 febrile women in labor he obtained positive 
blood cultures in eighteen. 

Slemons extended the search for the source of this infection to the placenta 
which he studied in stained sections. Most conclusive evidence was thus ob- 
tained for two facts: First, that intrapartum fever, unless attributable to some 
accidental cause such as tuberculosis, is due to a placental bacteriemia, see- 
ondly, that this infection does not proceed from the maternal circulation into 
the villi, but vice versa. The bacteria evidently enter the placenta by way of 
the amniotic membrane and the amniotie fluid. Generally the latter becomes 
infected, because the membranes had ruptured prematurely (which is not in 
accord with the findings of Rohde quoted previously), labor prolonged, and 
repeated vaginal examinations had been made. Since in these cases the pla- 
cental infection usually is limited to the amniotic surface of the organ, the 
complication is likely to prove more serious to the fetus than the mother. It 
probably often is responsible for the fetal death. 

Ifematogenetic contamination of the amniotic fluid may occur in any case 
of maternal septicemia, as has been emphasized by DeLee and also Curtis, but 
more common is the ascending type of infection. 

In regard to their prognostic value, Slemons expresses the opinion that 
positive cultures, obtained during labor, are of no value, while in the puerperal 
state negative cultures signify a more favorable prognosis than positive ones. 

srock,* already quoted, like Slemons emphasizes the great advantage of 
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avoiding frequent internal examinations. Careful prenatal study of the patient 
makes this possible. It might be mentioned in this connection that the German 
literature of the war years contains many articles praising the superiority of 
external abdominal, and rectal over vaginal examinations during labor. The 
absolute lack of rubber gloves forced German and Austrian physicians to find 
a substitute for vaginal explorations. 

Other necessary changes in the customary obstetric technic in the interest 
of a better puerperal prophylaxis are advocated by Berry Hart.’* Much more 
care should be taken in preventing perineal lacerations. Crede’s method of 
expression of the placenta, in his belief, is a very serious error in the manage- 
ment of labor. It tends to leave pieces of tissue attached to the uterine wall, 
because the placenta is forcibly removed before it had become completely 
separated. 

The very satisfactory results of prophylactic, active immunization with 
specific sera and vaccines in many of the acute infectious diseases prove the 
feasibility of similar efforts to obtain effective immunization against streptocoe- 
ci¢ puerperal sepsis. Joetten'*® discusses the literature on this subject, and 
acknowledges the final failures of all previous attempts. He prepared a vae- 
cine from six different strains of streptococci cultured from septic puerpere. 
Experimenting with a gradually increasing dose of from 25, 50, 100, 250 up to 
500 millions of bacteria to one ©.c¢., he observed a gradual and proportionate 
decrease in puerperal febrility. In 819 cases, injected prophylactically only 
with 25 to 50 millions of bacteria, the percentage of febrility was 16 per cent 
in the last series of 126, with a dose of 500 millions of bacteria, it had been re- 
duced to 7.1 per cent. Also the cases of streptocoecic death seemed to decline 
in a similar ratio. Of the 819 cases of the first group four died, of all the 
remaining cases, treated with a dose above 50 millions of bacteria, only one 
died of a streptococcus sepsis. Joetten does not wish to exaggerate the mean- 
ing of these observations, but feels that they at least leave hope that successful 
protection against streptococcal puerperal sepsis might be obtained by an im- 
proved method. Garcia'* claims good results from a routine injection of 20 to 
40 ¢.c. of antistreptococeus serum in every woman entering the maternity in 
labor. 

THERAPY 

The question of the value of such surgical procedures as hysterectomy, 
ligation or resection of veins, ete., is still under discussion, but a marked trend 
toward conservatism can easily be noticed. 

Krom countries far apart, from France, Australia and South America, 
come expressions of more or less enthusiastic approval of operative interfer- 
ence. Cadenat'’ feels sure that many more women, suffering from puerperal 
sepsis, could be saved by a vaginal hysterectomy, newly devised by him. It 
can be performed in from three to fifteen minutes, avoids contamination of the 
peritoneum and insures a wide channel for drainage. Ile considers this opera- 
tion indicated in every case, in which no appreciable improvement within 24 
hours is seen after thorough curettage of the uterus—and it may be empha- 
sized here, that this is the only paper, which the reviewer has seen in recent 
literature, in which a writer mentions the curette without condemning its use 
in the puerperal septic uterus. An article of Nyulasy'® does not specifically 
mention the extent of the author’s personal experience with excision or ligation 
of the infected pelvic veins, but he is convinced that early operation may save 
many eases which are lost when treated on the lines hitherto followed. ‘‘ Early 
operation to me has become a supreme duty.’’ Turenne’ thinks that, con- 
trary to generally expressed opinion, puerperal, septic, utero-pelvie throm- 
bophlebitis has signs, symptoms, and a clinical evolution which permits a diag- 
nosis in the majority of cases. Although in more than half of these cases there 
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is a tendency toward subsidence and recovery, the high mortality of the re- 
maining justifies modern operative methods of treatment. Surgical interven- 
tion, especially ligation of the thrombosed veins, is rational. Ligation of all the 
efferent venous trunks of the genital zone is desirable. Operations on veins are 
contraindicated by a permanent bacteremia, accessible thrombosis and in cases 
of visceral pyemic localization. 

It proves much easier to quote papers, based on thorough anatomie inves- 
tigations or on careful analysis of a very large clinical material, which dis- 
courage surgical treatment in general or condemn certain operations. 

Sampson'> shows by x-ray studies, that foreign material can be easily 
forced from the uterine cavity into the uterine veins, if the endometrium is 
injured or has been removed by curettage. Ie draws the most plausible con- 
clusion that uterine contractions following relaxation when the cervical canal is 
obstructed, and intrauterine douches supply sufficient pressure to effect this 
escape of material from the interior of the uterus into its veins. This surely 
explains one way by which a general puerperal infection may result from in- 
trauterine manipulations. alban and Koehler,'® in a comprehensive mono- 
graph published in book form, consider a very extensive material studied at 
autopsies. Analyzing the anatomic findings from the viewpoint of excision or 
ligation of pelvic veins, the surgical treatment of peritonitis, and hysterectomy, 
they feel that these findings clearly speak against the possible usefulness of all 
such procedures. Therefore, it cannot be surprising that surgical therapy of 
puerperal sepsis has rather generally proved a failure in practice. They are 
inclined to believe that in some of the operated cases seen on the postmortem 
table the operation possibly had removed the chances of spontaneous recovery. 
Conditions seem slightly more favorable for surgical intervention in peritonitis. 
Halban and Koehler thus arrive at the final conclusion that hope for better re- 
sults does not lie in surgery but in an improved specific antibacterial treat- 
ment, or possibly in the discovery of a specific chemic bactericide of the type de- 
veloped by Ehrlich. 

A critical survey of the various methods of treating pelvie infections by 
Polak®” begins with the statement that puerperal infections are directly pro- 
portionate to the number of vaginal examinations, therefore, abdominal and 
rectal examinations are preferable. Curative treatment is based on the proper 
recognition of the natural pathology. Realizing that the interior of the 
uterus is the principal portal of entry for bacterial infections, the fruitlessness 
and fallacy of all intrauterine manipulations, of curettage or irrigation, must 
be obvious. Drainage is more effectively obtained in the Fowler position, sup- 
plemented by having the patient lie on her abdomen. Ergot, pituitrin and 
ice-bag stimulate contraction and retraction of the uterus. After bacteria onee 
have begun to pass from the uterus into the myometrium, or into lymph and 
blood-vessels, intrauterine manipulations can do only harm. In parametrial| 
infections he considers absolute conservatism the best treatment. In beginning 
peritoneal invasion he follows an expectant therapy. Only if there is evidence 
of extension, the posterior culdesae may be opened. General hygienie and 
dietetic measures will help the patient in the fight against the bacteremia. Vae- 
cines and sera have not proved of advantage. In cases of general peritonitis, 
incision, drainage, ete., have given no better results than the expectant plan. 

The entire therapy of puerperal fever is still more exhaustively discussed 
by Schaefer... Every form of local treatment, either for puerperal ulcer or 
septic endometritis has been definitely discarded. They never do any good, but 
are likely to do harm. The antiseptic vaginal douche is useless, but at least 
less dangerous than the intrauterine douche which may be directly responsible 
for an acute pyosalpinx or a general peritonitis. Any attempt to remove the 
septic endometrium with curette or spoon is extremely objectionable. There 
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are at present only two indications for local treatment left: (1) In cases of 
obvious retention of lochial secretions, in which the rise of temperature coin- 
cides with the sudden stoppage of all lochial flow, a glass tube may be carefully 
introduced into the uterus; (2) larger pieces of necrotic placenta may be re- 
moved, but only with the finger, smaller fragments are better let alone. 

Extirpation of the infected uterus, as a rule, proves futile, with the sole 
exception of a postpartum necrosis of a fibroid. Surgical interference in cases 
of puerperal infection in the Berlin Frauenklinik at present is limited to: (A) 
Opening of pelvie cellular abscesses. If the tube contains pus, conservatism, 
rest and opium are preferable for immediate treatment. (B) In eases of peri- 
tonitis two flank incisions, without subsequent lavage, are made, preferably 
under local anesthesia, as soon as the diagnosis is positively established by the 
aspiration of pus through a hypodermic needle. (C) In eases of thrombophlebi- 
tis, ligation gives satisfactory results only in chronic cases, in which the process 
has persisted for several weeks, has remained limited to the veins, and has not 
caused phlegmonous processes in the uterus or surrounding tissues. In all 
acute cases the thrombosis is very likely to progress beyond the ligation, and 
the operation then may become responsible for a parametrial abscess, if not a 
peritonitis. 

But most important, continues Schaefer after having finished the considera- 
tion of surgical therapy, is the general treatment which should be instituted 
promptly in every febrile case, in an endeavor to localize the process and to 
help the organism to develop protective powers against the bacterial invasions. 
Kor the purpose of obtaining early localization the use of heat at present has 
completely replaced the ice-bag formerly employed. For the purpose of general 
protection it is important to rid the circulating blood, as promptly as possible, 
of the germs already entered, and to prevent further entrance. A clear picture 
of the situation can be obtained only by careful study of the blood, repeated at 
least every other day, always including a blood culture. Antistreptococceus serum 
has failed with few exceptions, also the various colloidal silver preparations. 
Trials with the administration of methylene blue by mouth proved futile. Then 
Bumm suggested the combined use of antistreptococcus serum and methylene 
blue. This new treatment has yielded satisfactory results when applied in the 
following manner: 50 to 60 ¢.c. of antistreptococeus serum are injected sub- 
cutaneously into the thigh, followed in one or two hours by the subcutaneous 
injection of 0.05 grams of methylene blue in 20 ¢.c. of physiologic salt solution. 
Under steady control of the blood these injections are repeated daily for sev- 
eral days. Experience gained in the past two and a half years, in the opinion 
of the writer, encourages a continuation of this medication. 

Reference has been made to the hope expressed by Halban, that a useful 
general chemie bactericide for puerperal sepsis might be developed. With 
this problem deals a paper of Miller and Chalfont.2? Many different solutions 
have been used intravenously in the treatment of puerperal bacteremia. But, 
as the writers find from a study of the literature, apparently not one has stood 
the test and none has been adopted for general use. Bleyne tried salvarsan, and 
suggested 30 centigrams as a safe dose, but Ilussy warned against its employ- 
ment on account of its toxicity. Miller and Chalfont recommend arsenobenzol 
ina dose of 6 milligrams given immediately without the delay of a blood culture 
when the case offers the clinical symptoms of a blood stream infection. A de- 
cided drop in the leucoeytes without a corresponding drop in temperature and 
pulse rate within the next twenty-four hours was considered an indication for 
repeating the injection. Eleven patients in all so far have been treated in this 
manner, Five received only one injection, three had two, one had three, and the 
two remaining, four injections. In every ease they succeeded in ridding the 
blood stream of the invading germs. 
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Selected Abstracts 
The Bacteriology and Chemistry of the Vagina 


DeLee: Trichomonas Vaginalis Vaginitis. Illinois Medical Journal, 1920, 

XXXvii, 186. 

DeLee calls attention to this type of obstinate vaginitis, which is not 
rare. It usually proves most refractory to the customary types of treat- 
ment, because it is not properly diagnosed. Its clinical symptoms are per- 
sistent, and the profuse vaginal discharge, causing much annoyance to the pa- 
tients on account of burning and pruritus, by way of sleeplessness leads to a 
neurasthenic ‘‘run down’? feeling. The discharge is acrid, of a disagreeable 
odor, very irritating, and often causes the formation of pointed condylomata. 
The peculiar, granular appearance of the vaginal mucosa, ‘‘rough like a nut- 
meg grater,’’? usually with small hemorrhagic points, almost enables one to 
make the diagnosis, which, however, must be confirmed by a microscopic ex- 
amination of fresh vaginal discharge for the characteristic Trichomonas 
vaginalis. The writer found the following treatment most effective: On the 
first day, vagina and vulva are most carefully serubbed, vigorously, with 
tincture of green soap and water by means of a rough cloth. The soap is 
rinsed out with distilled water. The process is repeated three times, followed 
by a 1:1500 mereurie chlorid douche and finished with another douche of 
distilled water. The patient is kept in bed. Next morning, the vagina is 
again serubbed with green soap and sterile water, and then packed with 
cotton soaked in elycerin (4 ounces) and sodium bicarbonate (1 ounce). 
The next morning, cotton is removed and sterile water douche is given. As 
a rule, on the next following day the microscope will prove the disappearance 
of the trichomonas. 


Schroeder and Loeser: Trichomonas Colpitis. Monatssehrift fiir Geburts- 
hiilfe and Gynaekologie, 1919, xlix, 25. 


Hoehne (in 1916), as the first, emphasized that Trichomonas vaginalis, 
generally considered a harmless parasite, is found in strikingly large num- 
bers practically in all the severer and more obstinate types of vaginitis. He 
coneluded that there might exist an etiologic relation. Later Kuestner, 
Traugott, and Wille confirmed Hoehne’s observations, and also accepted his 
explanation. Wille stated that trichomonas can be detected in about 40 per 
cent of all free vaginal discharges. In a total of 2183 cases examined, Schroeder 
and Loeser, however, found only in 120 instances trichomonas. Investigating 
thoroughly the entire bacterial flora in these cases, aud comparing their results 
with those of many previous investigators, they ean only confirm the common 
assumption that most of the bacteria vegetating in the normal vagina originate 
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from the intestinal tract. The same holds true for the trichomonas, which by 
predilection seems to remain in the Lieberkuehn’s glands of the intestine. 
They discovered that in these cases of colpitis, containing trichomonas in large 
numbers, the Micrococcus gazogenes alcalescens is rarely missing. This accounts 
for the foamy character of the secretion, mentioned by various writers as char- 
acteristic for the trichomonas vaginitis. 

Analyzing carefully the bacteriology of the vagina under normal and 
pathologic conditions Schroeder and Loeser arrived at the final conelusion that 
the presence of an abnormal flora provides certain conditions which are par- 
ticularly favorable for the propagation of the trichomonas. Not one of the 
many varieties of the trichomonas, so far known, has ever been found to possess 
pathogenic characteristies, therefore, it dees not seem logical to assume that 
‘the Trichomonas vaginalis should be able to produce by itself a specific colpitis. 
The term trichomonas vaginitis is misleading and should be discarded. Of all 
the numerous methods of treatment for this disease, of which some have been des- 
ignated as specific, the one will give temporary or permanent relief, which in the 
individual case is able to restore the vaginal flora approximately to normal. 
The trichomonas then is deprived of suitable conditions to thrive and disap- 
pears, coincident with the improvement of the vaginitis. 


Noguchi and Kaliski: The Spirochetal Flora of the Normal Female Genitalia. 


Journal of Experimental Medicine, 1918, xxvili, 599. 


Exeept for the occurrence of the well-known Sprronema refrigens (Sehau- 
dinn and Hoffmann) in both male and female genitalia, practically nothing is 
known about the spiral organisms in the normal female genitalia. On anatomic 
and physiologic grounds the female genitals undoubtedly afford more favorable 
conditions than the male for the existence of these saprophytic spirochetes. 
The examinations of the smegma, films and washings of the genital mucous 
membranes of normal adult females actually demonstrated that the mumber of 
spircehetes in the female is much greater. The varieties are identical in both 
sexes: Treponema calligyrum, Treponcma minutum, and Spironema refrigens, 
the first mentioned usually predominating. 

Examination of the spirochetal flora of female children up to the age of 
two years showed conditions very similar to the adult. 


Goodmann: The Effect of Weak Acetic Acid on Spirocheta Pallida. Journal 


American Medical Association, 1920, Ixxiv, 803. 


Experiments lead the writer to the conclusion that the Spirocheta pallida 
apparently is unable to live in an acid environment even as low as a 0.5 per cent 
solution of acetic acid. Ile suggests that an acid solution may prove of use in 
the prophylaxis of syphilis. Ile points in this connection to the faet that syph- 
ilitie chaneres of the vagina are admittedly less frequent than chaneres of the 
neighboring parts. The secretion of the vagina in adults is acid while that of 
the adjoining parts of the genital canal is alkaline in reaction. Certainly the 
vagina is equally subject to trauma and the deposition of the spirochete as the 
cervix, and the labia, the most common seat of the primary chancre. In the 
few reports of vaginal chanecres which give the exact location of the primary 
lesion, it is most often found in the posterior fornix, i.e., where alkaline secre- 
tions coming from the cervieal canal will neutralize the acid vaginal secretions. 
Graefenberg: Cyclic Changes in the Acidity of Vaginal Secretions. Archiv 

fiir Gynwkologie, 1918, evili, 628. 

It has been known for some time that the vaginal secretions show acid 


reaction in approximately 60 per cent of the nonpregnant, but in between 
90 and 100 per cent of pregnant women. This difference in itself suggested 
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strongly the dependence of this acidity upon certain physiologic changes in 
the genital tract. Graefenberg assumed that these conditions could be under- 
stood better by determining, by means of titration, the quantitative average 
of the acid contents of the secretions. Finding the acidity variations far too 
great for the safe calculation of an average, even in apparently healthy 
women, he considered it more promising to divide them into groups which 
would comprise definite clinical conditions such as healthy nullipare, healthy 
multipare, patients with leucorrhea, pregnant women, ete. Again he dis- 
covered the same fluctuations within the same group. Then he began to 
determine the acidity of the vaginal discharge of the same woman at differ- 
ent times by repeated titrations. Onee more he could observe striking 
changes, the index of acidity often multiplying many times within a few 
days. Ile started to plot these changes of the same individual in a graphie 
chart, and obtained curves revealing a certain regularity. When he recorded 
on the same chart also menstruation, he was finally enabled to establish the 
surprising, but very evident, fact that in all women the acidity and menstru- 
ation curves run parallel, the acidity curve reaching its peak just before 
meustruation and beginning its decline immediately after menstruation, the 
lowest level falling into the menstrual interval. Continuing these investiga- 
tions on patients, in whom the uterus, but not both ovaries had been removed, 
on patients suffering from leucorrhea, and also on pregnant women, he came 
to the definite conclusion that this rhythmic change in the acidity of the 
vaginal secretions is not dependent upon any funetion of the uterus, or the 
admixture of menstrual blood, but must be directly caused by that part of 
ovarian function to which today is generally aseribed the wave-like, rhythmic 
change of many other conditions (blood pressure, pulse rate, temperature, 
metabolism, ete.) during the reproductive age of woman. Ilow closely the 
acidity variations are associated with the evidences of sexual maturity 
Graefenberg was able to demonstrate by the acidity curve of women entering 
the menopause, when the wave peak becomes lower and lower, and the curve 
actually changes into an almost straight line, gradually declining until it 
reaches zero. If at the beginning of menopause menstrual flows become ir- 
regular, the acidity curve still maintains its regularity, showing strikingly 
that acidity is independent from uterine activity and entirely determined by 
ovarian function. 

The acidity of vaginal discharges cannot any longer be explained as due 
to the Doederlein bacillus, a fact which indeed has been doubted by previous 
investigators. This change in acidity presumably is significant in the repro- 
duetive process, the lowest acidity, ie., a condition more favorable for the 
spermatozoids, prevailing at a time when according to recent investigations 
conditions in general have been found most favorable for fruitful cohabita- 
tion. The variations in vaginal acidity are but a part of those cyclie changes 
which express normal ovarian activity, and, therefore, it cannot be surprising 
that acid values are found relatively low and less fluctuating, much like in 
the menopause, also in those cases of primary sterility in which certain elini- 
cal and anatomic findings suggest ovarian hypofunction as the underlying 
cause, 


Engelhorn: Biology of the Vagina. Monatsschrift fiir Geburtshiilfe und 


Gynaekologie, 1919, 1, 282. 


Titration of the vaginal secretions of pregnant women shows a higher 
acidity than in the nonpregnant. This may be explained as due to certain 
histologic changes (edema, dilatation of vessels, hypertrophy of papille, ete.) 
In the same manner histologic changes probably also account for the evident 
reduction in acidity during the menopause. In the presence of an alkaline 
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reaction in the vagina the introduction of sugar will bring a prompt change 
to an acid reaction, 
Stellwagen and Pelouzi: Are Diphtheroids a Factor in Female Sterility? 
Journal American Medieal Association, 1918, Ixx, 977. 
This question was suggested to the writers by the observation of an an- 
terior urethritis in a man, apparently caused by the Tloffmann type of the 
pseudodiphtheria bacillus. The same bacillus also was discovered in the 


cervieal canal of the patient’s wife, sterile in spite of intravaginal medication, 
dilatation and curettage, after seven years of married life. Three months 
after a vaccine treatment had been finished, she became pregnant. In two 
other cases of female sterility they found in the one a pure culture of diph- 
theroids, in the other a mixed growth in which the diphtheroids predomi- 
nated. The writers do not answer the question asked in the title in the affirma- 
tive, but feel that these findings should encourage further study. 
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